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PRESIDENTIAL ADDRESS 
KARL M. BOWMAN, M.D., San Francisco, Cat. 


Two years ago at our last annual meeting 
we celebrated the passing of one hundred 
years since the founding of The American 
Psychiatric Association. We looked back and 
reviewed past achievements. We were all 
justly proud of our Association, the oldest 
national medical society in the United States. 
Today at the first annual meeting in our 
second century of existence, let us look for- 
ward and consider what should be the future 
development of psychiatry. 

There are certain things which I believe 
we should agree upon as the basis for future 
development. The first of these is the estab- 
lishment of a simple credo to which we can 
all subscribe, and which we can present as 
a simple statement of the fundamentals of 
psychiatry. We recognize that there are many 
differences of opinion in psychiatry. A cer- 
tain amount of disagreement is a sign of 
healthy growth. Although we have some 
fairly fundamental differences among our- 
selves, I believe that we can agree upon a 
simple statement of the fundamentals of 
psychiatry. This should be presented to the 
medical profession and to the general public 
as a basis upon which we ask for outside 
support. 

Psychiatry is a specialty of medicine; as 
such it is concerned primarily with the prob- 
lem of mental health and mental disease. 
Like other branches of medicine it has 
started by recognizing serious disorders; has 
attempted to find their causes ; has developed 
more or less successful methods of treat- 
ment; has then turned to disease prevention, 
and has finally advanced to the concept of 
robust health as a goal for which all medi- 
cine must work. 

The mere absence of clear-cut mental dis- 
order in people is not enough. We want 
the optimum of mental health for everyone. 
As psychiatry has progressed it has not only 
infiltrated every other field in medicine, but 


1 Delivered at the one hundred and second annual 
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has entered upon the study of the fundamen- 
tal bases of man’s behavior. It has recog- 
nized that man is a social being, and has 
therefore spread into such fields as cultural 
anthropology, sociology, political science, iaw 
and religion. Psychiatry has much to learn 
from all of these fields, and in turn can 
contribute to them much that will be helpful. 

Many schools of religious education have 
courses in psychiatric work. Our most pro- 
gressive courts make use of psychiatrists both 
to examine those charged with crime prior to 
trial to determine their mental responsibility, 
and to study those convicted to develop 
constructive methods of dealing with them. 
The latest works in cultural anthropology 
are replete with psychiatric material. We 
find, therefore, considerable acceptance of 
our fundamental psychiatric concepts by 
these many other fields of study. 

At the moment we have popular accep- 
tance of psychiatry and keen interest in it; 
in fact, one might almost say that psychiatry 
is oversold, and is in the embarrassing posi- 
tion of being called upon to perform miracles 
which unfortunately can occur only in some 
of the absurd formulations in popular mov- 
ing pictures and novels. It is perhaps well 
to call public attention to the fact that we 
have not yet solved the problem of mental 
disease; that we have made only a very 
modest beginning, but that within certain 
limits we can accomplish a great deal. There 
is danger that by expecting too much of us 
the public may react and decide that because 
psychiatry cannot prevent and cure all men- 
tal disorders, it therefore has no value and 
should be discarded. 

Remember that following World War I 
there was a similar flood of popular interest 
in psychiatry, and a rather general assump- 
tion that psychiatry could now solve all 
human problems. When, as was to be ex- 
pected, psychiatry failed to measure up to 
this impossible standard, much antagonism 
arose, and many claimed that psychiatry had 
little or nothing to offer. Let us, therefore, 
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go ahead making no exaggerated claims for 
psychiatry, but presenting the facts as simply 
and clearly as possible. 

I think we can start with the fundamental 
assumption that man is an organism; that 
he can be studied by all of the methods 
employed in studying other organisms, and 
that much about his behavior can be under- 
stood by such studies. It is true, of course, 
that there are other methods of approach, 
and that this is not the only method of 
study. Man can only be understood as a 
social being living in relationship to his 
fellowman, and in a culture which has a 
good deal to do with his attitudes and be- 
havior. However, as psychiatrists we are 
concerned with man both as an individual 
and as a member of society. We are spe- 
cifically concerned with the mental health 
of the individual, and we can postulate that 
one of the most essential requirements for 
a healthy society is that it be composed of 
mentally healthy individuals. Our problem 
is primarily man’s ability to live in harmony 
with his fellowman. 

We believe that there is a science of hu- 
man behavior; that it is possible to under- 
stand the causes of good and bad adjust- 
ment; that within limits personality can 
be altered; that it is possible to discover 
the causes of mental disease, mental defects 
and maladjustment, and then to either largely 
prevent or successfully treat them. We know 
that the structure of personality is laid down 
during the first few years of life, and we are 
only beginning to understand how it is 
possible to develop more healthy personali- 
ties by a more healthy life during infancy. 

Good mental health depends on such vari- 
ables as one’s heredity, diet, friends and 
enemies. It is influenced by both the physical 
and the emotional climate in which one lives. 
At times we have seized upon a single fac- 
tor and attributed all responsibility to it. 
It is necessary to realize how extremely 
complicated are the human organism and 
human behavior, and that only a study of 
the multiplicity of factors involved can give 
us any true understanding of our problems. 
We know that a large percentage of our 
attitudes and behavior is determined by the 
group in which we live. Prejudice and 
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childhood and adolescence, the human being 


of necessity will experience much conflict 
and turmoil. He will require help and gui- 
dance, and will often be a burden and a 
source of worry to those responsible tor 
him. To the parent, the teacher and society 
in general he may be an 


upsetting, disturb- 


ing, troublesome person. It should be em- 
p iasized that since the | ealthy normal child 
is full of interest, energy and curiosity, his 
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sign of a healthy personality. We should 
be concerned rather with the child who is 
too submissive, who is inadequate, who never 
trouble. Such symptoms are fre- 
quently signs of a serious maladjustment. 
It is important, therefore, that parents, 
teachers and others who guide the individual 
during his development be intelligent, under- 
standing and sympathetic. 


causes 


It is most important that the child develop 
and retain an inner feeling of self respect. 
No person who has had this feeling killed 
within him will be a desirable member of 
the society which we wish to have in the 
future. Many political and religious philos- 
ophies seek to break the will of the indi- 
vidual, and force his compliance with doc- 
trines which permit a few select persons to 
dominate and exploit him. This is neither 
the kind of society which we wish to see 
organized, nor the type of society in which 
the individual will achieve the 
amount of mental health. 
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The culture in which we live has a con- 
ventional code, much of which is incorrect. 
Instead of acquainting the individual with 
realities, with the problems, difficulties and 
ways of dealing with the facts of life, our 
conventional pattern avoids unpleasant truths 
or even denies their existence. Our society 
has often sheltered the child under the mis- 
guided notion that the longer he can be pre- 
vented from knowing the unpleasant truths 
in the world the better for him and for so- 
ciety. It has even gone so far at times as to 
prevent him from ever finding out the harsh 
facts. We, as psychiatrists, have at times 
been guilty of under-estimating the ability 
of the average child to tolerate severe strain 
and stress, and we have failed to recognize 
that exposure to strains, if properly con- 
trolled, may aid in the development of a 
better integrated and more stable personality. 
have 
been able to tolerate bombings and other 
hardships, should cause us to re-evaluate 
our concepts. 


The way in which young childrer 


The way the eighteen and 
nineteen year old boys have gone through 
the hardships and fighting at the front, indi- 
cates that they have more capacity for ad- 
justment to difficulties than was realized. 
We know now that the longer we delay 


meeting difficult problems the harder it is 
to deal with them. If certain situations are 
handled easily and naturally during child- 
hood, the individual adjusts to them without 
much difficulty. If kept from the knowledge 
of these situations until he has grown up, 
and if forced then to deal with them, the 
struggle may be too much for him. The 
problem is not how we can shelter children, 
but how we can develop robust personalities 
so that they themselves can deal with the 
difficulties and dangers of life as they grow 
up. 

We hear continually about the need of 
security. This concept holds much danger, 
since there is no such thing as complete 
security in this world. Although in the early 
developmental years it is important to give 
a feeling of security to the child, from then 
on he must be taught not the mistaken no- 
tion that he is secure but how to live in an 
insecure world. We should aim to develop 
personalities capable of dealing with all situa- 
tions and able to bear stress and strain, 
rather than to create a social organization 
which relieves individuals of all necessity 
for strength of character and feeling of 
responsibility. 

Unfortunately at the present time the idea 
is growing that the Government is respon- 
sible for everything, and that we have no 
responsibility either for our own condition 
or for that of our fellowman. Such a philos- 
ophy will inevitably lead to a type of collec- 
tivism in which a limited few will dominate 
the behavior and thinking of the many. This 
trend is neither new nor progressive. Ac- 
tually it is a regressive tendency; a return 
to a more primitive and archaic social or- 
ganization, which will inevitably lead to the 
same injustice, tyranny and suffering which 
have existed recently in Germany and Italy. 
In spite of this many persons of the so-called 
intelligentsia wish to develop this type of 
organization, and cannot see what the con- 
sequences will be. 

Psychiatry has much to offer the world 
at this time. It can point out that the 
present suspicion and sensitivity among na- 
tions is in many ways comparable to that 
among individuals; that building up the 
mental health of individuals is the best way 


| 
| 


4 PRESIDENTIA 


to build up national health, and that psy- 
chiatry can be of assistance in this. 

There are those who say that Germany 
and Japan are hopelessly militaristic, but 
there are some nations which have been 
extremely militaristic in the past but have 
changed. The old Norsemen were as pro- 
nounced an example of militarism as ever 
existed, but in only a few hundred years 
Denmark, Sweden and Norway have de- 
veloped a non-militaristic type of culture 
which ranks among the highest of any of the 
cultural patterns in the world. 

It is possible to alter cultural patterns and 
often very rapidly. Our own country is a 
classical example of this. We have had 
several rapid reversals in our attitude re 
garding pacificism. Also, there has been a 
marked change in the cultural attitude 
concerning women smoking. Thirty years 
ago women did not smoke in public and any 
woman doing so immediately stamped her- 
self as of questionable reputation. Today 
cigarette smoking has become so much a 
feminine characteristic it is reported that 
in some colleges certain fraternities have 
forbidden the smoking of anything but cigars 
or pipes, because they feel that cigarette 
smoking is effeminate. This is also true with 
regard to women’s drinking and wearing 
male attire. It has become so common for 
women to wear male clothing that it would 
probably be difficult to enforce any of the 
laws which are still on our statute books 
regarding the subject. On the other hand 
the attitude against the wearing of women’s 
attire by men has persisted unchanged. 

In any attempt to build a culture in which 
man can get along with his fellowman and 
in which war will not be acceptable, certain 
concepts are fundamental. These, as I have 
stated before, are that any nation or culture 
is a collection of individuals, and depends 
upon the mental health and mental attitudes 
of these individuals for a healthy cultural 
pattern; that our first problem is suitable 
education of children, and that we must 
teach children to think clearly and logically, 
to face reality and to try to deal honestly 
and frankly with their problems. The late 
Edward Filene once considered establishing 
an endowment to teach people how to think 
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this behavior mean for this individual child? 
In view of this child’s personality and past 
experiences, what course of treatment will 
best help him to work through his problem 
and achieve a healthy well-balanced per- 
sonality ?” 

Since the problem of mental health and 
mental disease is so enormous and largely 
unsolved, what can we do in a practical 
way about it? A foundation for psychiatry 
should be organized similar to those already 
existing for tuberculosis, infantile paralysis 
and cancer. Such a foundation would serve 
two fundamental purposes. It would secure 
funds for research and teaching, and it would 
educate the general public concerning the 
problems of mental health and mental disease. 

A glance at what has been accomplished 
in dealing with the problem of tuberculosis 
shows what can be done for psychiatry. 
Large sums have been available for carrying 
out research and better methods of treatment. 
Special attention has been paid to prevention. 
The general public is now enlightened about 
tuberculosis so that the old stigma has largely 
disappeared. A person who thinks he may 
have incipient tuberculosis consults a physi- 
cian in order to find out his condition, and 
to carry out whatever treatment may be 
necessary. Everyone realizes the importance 
of early diagnosis and treatment. Consider- 
ing the greater magnitude of the problem of 
mental disease, and the relatively lesser ex- 
tent of knowledge about it, we can see what 
could be accomplished by a_ psychiatric 
foundation. 

Approximately 600,000 persons suffer from 
serious types of mental disorders; they oc- 
cupy only one half of the hospital beds in 
the country. At the very least 8,000,000 
6 percent of the population, 
suffer from some sort of mental disease or 
defect. It is estimated that 10,000,000 of 
our population will require hospitalization 
for mental disorder at some time during their 
lives. Five percent of those examined under 
Selective Service were rejected for psychi- 
atric causes. We spend over a quarter of a 
billion dollars each year on institutions for 
mental disease. 


persons, or 


A most conservative esti- 
mate is that mental disease is costing us a 
billion dollars a year through the cost of 


maintaining mental institutions and the loss 
of wages of those who are hospitalized, the 
decreased wages of those suffering from 
milder disorders, and many other incidental 
items. If we consider also many of our most 
serious social problems, which involve the 
need for psychiatry, the cost would be in- 
finitely greater. The amount of suffering 
involved is great, and as the late Dr. William 
Mayo once said mental disease is responsible 
for more suffering than any’ other type of 
disease. 

We know comparatively little about our 
most serious types of mental disorders, either 
as regards their cause, their prevention or 
their treatment. We have made great prog- 
ress in the past fifty years, but there are still 
enormous gaps in our knowledge. There is 
only one answer to this—research and more 
research. Research requires two things, 
highly trained competent personnel and 
money. To produce the highly trained com- 
petent personnel requires money. There is 
a great dearth of qualified research workers 
in the field of psychiatry, and there is a 
tremendous shortage of funds with which to 
carry out the researches which can be shown 
to be worthwhile. The public is not educated 
to make use of the knowledge which we 
already have, and in many instances is not 
only ignorant but seriously misinformed on 
psychiatric matters. 

I suggest that we establish a Psychiatric 
Foundation for the purpose of accomplish- 
ing these desired results. Our able executive 
assistant, Mr. Austin Davies, has not been 
content to rest on the basis of the placque 
presented to him by this Association at the 
Centennial Meeting, expressing our appre- 
ciation of his good work in the past, but 
has been working on plans for setting up 
such a foundation. He has interviewed many 
of the leaders of such work throughout the 
country, and has familiarized himself with 
the technique employed and the difficulties 
encountered by other foundations. This 
material he has ready to put to use when- 
ever we give him the signal to go ahead. 

I feel that this foundation should be estab- 
lished immediately. It will interest and edu- 
cate the public in the problems of mental 
health and mental disease; it will awaken a 
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popular response which will give us a large 
group of intelligent and interested persons 
standing back of any proper legislation or 
well-planned program; it will give us the 
funds for training the necessary personnel ; 
it will also make available large sums for 
carrying out needed research. It is hard to 
realize why prejudice exists against research. 
To many it signifies an asthenic, stoop- 
shouldered, near-sighted scientist retiring 
into his ivory tower and working on some 
thoroughly impractical and unimportant ce 

tail. We must educate the public about what 
research in psychiatry is and what it ma) 
accomplish. We need to point to the large 
corporations in this country which spend 
millions on research every year and find 
that it pays them rich dividends. 

During the war this Government found 
that research was the only way to solve the 
great problems which confronted it, and 
spent two billion dollars using the most com 
petent minds available to solve one of these 
problems (the atomic bomb). The same 
formula should be applied to the problem 
of mental disease. The difficult and impor 
tant problem of mental health calls for the 
mobilization of the finest minds available in 
organizing and carrying out a far-reaching 
research program. 

Two billion dollars represents the actual 
amount now being paid for mental disease 
every two years. Shall we continue to pay 
two billion dollars every two years for men- 
tal disease, or shall we take two billion 
dollars and see if we cannot find out enough 
about mental disease to greatly reduce its 
costs? The answer is so simple and obvious 
that it hardly seems necessary to say any- 
thing more. If we but look at the results 
achieved in tuberculosis by an adequate pro- 
gram, we should have no doubt as to what 
is possible in dealing with mental disease. 

The future of psychiatry will depend more 
than anything else upon our ability to train 
leaders in this field. There is probably no 
more important task than the development 
of a plan for systematically picking out the 
potential leaders in psychiatry and providing 
the finest type of training for them. 

I suggest that we should use some of the 
money from the Foundation for setting up 
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case, as compared for example with $100 
per case for poliomyelitis, a disease which 
is far less prevalent, yet for every dollar 
public agencies allow to psychiatric research 
they spend well over $100 for mental hospital 
cases alone.” 

During the past fifty years we have made 
enormous strides in our understanding of 
the causes and treatment of mental disorders. 
We have learned something of the effect of 
heredity. A disease like general paresis is 
now known to be due to syphilitic infection 
of the brain. We have methods of treatment 
now which restore approximately one-third 
of these cases, whereas forty years ago prac- 
tically all of them died; moreover, we un- 
derstand methods of prevention, although 
they are not applied as they should be because 
conventional standards. We also 
know how persons are emotionally condi- 


of false 


tioned, how they may become hopeless in- 
valids just as badly crippled by psychological 
factors as by infantile paralysis, and we know 
something about how to treat and prevent 
all of this. There are, however, enormous 
gaps in our knowledge. We know compara- 
tively little about our most serious types of 
mental disorders. In spite of years of study 
and many ingenious theories, it is only fair 
to state that we do not know the cause of 
schizophrenia or of manic-depressive psy- 
chosis. 

Geriatrics is a most important and rapidly 
developing field. Since more persons are 
living to advanced age, there is a great in- 
crease of psychoses due to cerebral arterio- 
sclerosis and senile dementia. We must have, 
therefore, more fundamental research on 
these important problems. But this research, 
like all research, will cost a great deal of 
money; we do not have this money. The 
only answer to this problem appears to be 
a foundation which will secure the necessary 
funds. I feel that we should have no hesi- 
tation in putting all the facts before the 
public. We should point out that our facili- 
ties for the care of the mentally sick are 
inadequately financed, and that as a result, 
our mental hospitals are poorly staffed, and 
the type of care given in many of them is 
not up to the standards which this Associa- 
tion insists should be a minimum. We should 


tell the public quite frankly that much is 
unsatisfactory, many problems are unsolved, 
and the only hope of grappling successfully 
with the mental health problem is by public 
appropriations for our mental hospitals, more 
humane commitment laws, and an entire 
change in attitudes toward mental sickness. 
We must insist that people everywhere take 
the same attitude toward mental illness that 
they have toward physical illness. 

One of the first problems facing us is the 
size of our organization. We now have about 
4,000 members, and we anticipate that the 
number of psychiatrists will increase greatly 
during the next five years. If we continue 
on our present basis for five more years we 
can expect to have a minimum of 5,000 
members. Our Association, which twenty- 
five years ago was so small that all the 
members could meet together in one joint 
session, has now become so large and un- 
unwieldly that its very size poses new prob- 
lems, particularly with regard to the annuai 
meeting. 

Do we wish all doctors working in psy- 
chiatry to be members of our Association, 
or do we wish to raise the requirements 
for admission and actually decrease our total 
membership? There are certain advantages 
in a smaller membership, but it is my feeling 
that we should continue as an Association 
that represents all of psychiatry, that we 
should welcome all psychiatrists to member- 
ship, and hence, that we should continue to 
increase our membership. There is great 
need for an Association which represents 
all psychiatrists, and I think it can be said 
that we are the only such Association in 
existence. However, there is also a proper 
place for other associations which bring in 
the ancillary disciplines, such as psychology 
and psychiatric social service. 

It has been suggested that we should 
develop a type of associate membership by 
which clinical psychologists, psychiatric so- 
cial workers, psychiatric nurses, occupa- 
tional therapists and other groups who work 
with psychiatric patients might join us. 
There is considerable merit in this idea, and 
I believe that we should give it careful 
consideration. However, clinical psycholo- 
gists are admitted to the American Psy- 
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chopathological Association, and psychiatric 
social workers to the American Orthopsychi- 
atric Association, and both of these societies 
are open to other affliated workers. For us 
to attempt to be all comprehensive and repre- 
sentative would multiply our size and our 
problems, would change the fundamental 
character of our own organization, and would 
enter us into direct competition with other 
societies. 

A second problem is the period of tenure 
of our elective and appointive officers. It is 
only too true that a president completes his 
term about the time that he becomes familiar 
with the workings of the Association. After 
that, of course, he does serve on the Council 
for a period of three years, but it still does 
not give the Association any continuous 
head. One suggestion by our president 
elect is that a separate officer be designated 
to preside over the Council instead of having 
the president do this. 

I feel that eventually we need a full-time 
psychiatrist in our central office. It has been 
suggested that we have a full-time director 
or medical director. A variation of this pro- 
posal is that we appoint a full-time medical 
secretary. I feel that the latter title is more 
appropriate; having both a medical direc- 
tor and a president would create a great 
deal of confusion as to just who is the head 
of the Association, at least in the mind of 
the public, if not among our own members. 
The title of medical secretary would indi- 
cate more correctly the scope of his duties. 

I believe that as soon as possible the 
AMERICAN JOURNAL OF Psycutatry should 
become a monthly magazine. This cannot 
be done without added expense and a com- 
plete reorganization of the editorial structure. 
Dr. Farrar has done a fine job as editor of 
the JouRNAL. He has given a tremendous 
amount of his time and has worked under 
unusually difficult circumstances because of 
the war. I do not believe that he or any 
other member can carry the full editorial 
burden of a monthly magazine. The only 
solution is to have a full-time editorial assis- 
tant who will carry out routine administra- 
tive details of the JouRNAL, the assembling 
of material, the editorial correction of articles 
and proofs, and arranging the general lay- 
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opposed setting up new sections. As now 
constituted these sections enjoy some degree 
of autonomy, but their functions are ill- 
defined, and their officers and members do 
not know just what is expected of them. 

A few years ago sections enjoyed com- 
plete autonomy in organizing programs. As 
a result these programs were set up inde- 
pendently and with no coordination with 
the chairman of the Program Committee. 
Consequently some members read papers 
before two or three well as 
another paper at one of the general meet- 
This situation was discussed before 
the Council, which decided that each sec- 
tion should submit its program to the Pro- 
gram Committee, which as final authority 
might make deletions or additions. 

The plan for the program has accordingly 
been worked out in a fairly satisfactory 
manner. 


sections, as 


ings. 


There is still no clearly-defined 
statement as to the purpose of each section, 
what it is expected to do, and what it is 
expected not to do. Some have 
tried to draft rules to cover their proceed- 
ings, but it is questionable whether these 
rules have any real force. The Council has 
promulgated almost no regulations govern- 
ing requirements for membership in special 
sections. Some sections have even appointed 
This 
year one committee appointed by the chair- 
man of a section, sent a report to the AMERI- 
CAN JOURNAL OF PsyCHIATRY and insisted 
on its publication. The constitution states 
that all committees shall be appointed by the 
President, therefore under the constitution 
no committee appointed by a section chair- 
man has any official status. And in any 
event, no committee report is to be pub- 
lished without approval of the Council. 
Some persons feel that sections as they 
now exist should be abolished, while others 
feel that they should be given greater inde- 
pendence with authority to study whatever 
problems they choose. Since committees are 
already organized for such study, the estab- 
lishment of a second group within a sec- 
tion to st dy the same matter should be 
avoide« possible, as a needless duplica- 
tion of effort. To mention a case in point, 
we have a Committee on Legal Aspects of 
Psychiatry, and a Section on Forensic Psy- 


sections 


committees to make special studies. 


chiatry. During the past year the Section 
on Forensic Psychiatry has appointed one 
or more committees, which have been making 
studies and preparing reports, and all of this 
has been done independently, and without 
regard for the Committee on Legal Aspects 
of Psychiatry. 

I would be the last one to prevent groups 
from studying problems and making reports 
to the Association. In fact the more the 
better. However, it is a different matter 
and undesirable to have within the frame- 
work of our organization separate committees 
covering the same subject without submitting 
reports to the Council, and without the 
President or the Council even being aware 
of their existence. I do not wish to criticize 
the authors of such studies. Our Associa- 
tion needs more leaven, and should not 
hamper individual achievement with organi- 
zational procedure. I am not in favor of 
red tape. I believe that rules exist to help 
us carry out our purposes better. When 
they fail to do so they should be modified. 
Let us interpret them liberally. The spirit 
and not the letter of the rules should pre- 
vail. Nevertheless, even with this provision, 
I think that the present rules are hopelessly 
confused, and I invite constructive sugges- 
tions for improving them. 

If we are to continue sections as foci for 
special research, many additional topics are 
sufficiently important to be the bases of sec- 
tions. To mention a few: military psychia- 
try, alcohol, shock therapy, psychosomatic 
medicine, and group therapy. On the other 
hand, if the only purpose of sections is to 
draw up a program for the annual meeting, 
they might well be eliminated; the Program 
Committee could then either itself organize 
a session on a particular topic or appoint a 
sub-committee of interested persons to do so. 
Under the present plan of organization of 
the Program Committee, definite responsi- 
bility for the program of each section is 
already assigned to a committee member. 

It is my opinion after careful considera- 
tion, that sections as now constituted serve 
no useful purpose, and that the Program 
Committee could properly take over their 
work. I repeat that I refer to sections “as 
now constituted.” Now is the time for those 
who wish sections to have more autonomy 
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and responsibility, and to develop in new 
directions, to present concrete proposals to 
this end. 

With the increase in size of our Asso- 
ciation, we cannot continue the older plan 
of a single session throughout the four days. 
Given the necessity for several sessions, we 
are agreed that some sessions should focus 
their attention on special topics. The only 
question is whether we should have some 
sort of section organization which would 
take more responsibility for organizing such 
sessions. I recommend that we not only 
continue our present sections, but that we 
develop more sections. Leaders of 
sections should be carefully chosen, and sec- 
tions should be used for the development of 
younger men, giving them certain adminis- 
trative duties and responsibilities, and allow- 
ing them to use some degree of initiative. 
We should try to give as many members as 
possible some sort of duty or responsibility 
in the Association. The member who has 
gone for years without serving on a com- 
mittee, without ever actively participating 
in the affairs of the Association, will not 
develop the same interest in the Association 
and loyalty to it as one who has taken part. 
With the increasing size of the Association 
it becomes more and more difficult to pro- 
vide such activities for the members. In 
addition, the very size of the Association 
means that the President and the Council 
are not personally acquainted with a large 
number of the members. By development of 
sections we can solve some of these problems. 

Another problem concerns the affiliated 
societies. As organized at present they have 
a loose relationship to our Association. Each 
one is allowed to send a representative to 
Council meetings. Although this represen- 
tative may not vote, he may participate in 
discussions. His expenses to Council meet- 
ings must be borne by the affiliated societies. 
Many of these affiliated societies have mem- 
bers who do not belong to The American 
Psychiatric Association and who are not 
eligible for membership. Under such circum- 
stances they cannot have any more integral 
relationship. I believe that the affiliated so- 
cieties should continue without any changes. 

We should also consider whether our As- 
sociation should be broken up into geographi- 


these 
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profoundly all the vital statistics of the 
country. 

It is my recommendation that we make 
a very careful study of this whole problem, 
and that we all become familiar with these 
newer classifications. I would urge that they 
all be published together, either in the Jour- 
NAL or in a mimeographed form, and sent 
to all members of the Association. With 
full knowledge of these different nomencla- 
tures we could then decide whether or not 
to alter our present nomenclature in any 
manner. 

Fourth: we should set up an ideal commit- 
ment law. Our Committee on Standards and 
Policies has given us a general outline which 
is excellent as far as it goes. I believe that 
we should continue to work so that we may 
have an actual law drawn up which can be 
given to any state legislature as suitable for 
incorporating into the statutes. While a 
few minor changes will, of course, be neces- 
sary, for different states, I believe that we 
can eventually work out such an ideal com- 
mitment law. This should be publicized as 
much as possible, and we should take a 
positive stand in this matter. 

We must insist on the medical approach 
to this problem. Our patients are sick per- 
sons. It should be possible to arrange for 
their admission to hospitals with a minimum 
of red tape. Unfortunately, the public is 
obsessed with the idea that large numbers 
of persons who are not mentally sick are 
being railroaded to mental hospitals by de- 
signing relatives and friends who seek to 
“put thera away,” and that only a stren 10us 
fight against commitment can save them trom 
unjust imprisonment in a mental institution. 

I have been in psychiatry for over thirty 
years. At the Boston Psychopathic Hospital, 
where I worked for fourteen and a half 
years, we committed over I,000 patients every 
year to the state hospitals. At Bellevue 
Hospital in New York City, where I was 
for five and a half years, we committed 
about 8,000 patients annually to state hos- 
pitals. In all of this time I have seen only 
two attempts at railroading, and neither of 
them was successful. 

Experience shows that the real problem 
of commitment (and I am sure that all of 
you who have had experience in this matter 


will agree with me), is to gain the consent 
of relatives and friends for the commitment 
of persons who require institutional care. 
Our judges all lean over backwards in the 
matter of commitment, and juries, which are 
necessary and desirable in a democracy such 
as Ours, commonly turn a considerable num- 
ber of mentally sick patients loose in the 
community. Many tragedies have occurred 
because of this. The idea that the average 
lay jury can decide the delicate question of 
mental illness is, on the face of it, an ab- 
surdity. I would like to draw a comparison 
between contagious diseases such as small- 
pox and psychiatric disorders. If a patient 
has smallpox a doctor from the Public Health 
Service is called in and makes a diagnosis. 
He immediately orders that the patient be 
removed to a hospital for contagious diseases 
to assure proper care and treatment and to 
protect society. Nobody questions this pro- 
cedure, and as far as I know, no one has 
advocated that a jury should be impaneled 
to pass on the diagnosis and decide whether 
or not the patient has smallpox. The average 
layman confronted with this situation would 
probably say, “I know nothing about small- 
pox ; that is a problem for doctors. A doctor 
is the only person competent to decide and 
diagnose.” When it comes to mental dis- 
orders, however, we find a different attitude. 
The ordinary layman is prepared to stake 
his judgment against that of the physician. 
Many times I have listened to unqualified 
medical consultants and even lawyers set 
themselves up as experts in mental cases, 
and claim that their opinion should receive 
consideration equal to that of the expert 
psychiatrist. The very nature of mental 
disease is such that many patients are sus- 
picious, feel that they are being treated un- 
fairly, and that plots against them exist. 
Many of the laity are honestly misled by the 
plausible statements of such patients, and do 
not realize that they cannot be taken at 
face value. 

In the justifiable attempt to safeguard the 
rights of the individual and prevent improper 
commitment, our present laws hedge com- 
mitment procedures with so many restric- 
tions that they fail to accomplish what should 
be the real purpose of any commitment law, 
namely to secure mentally sick persons the 
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proper care and treatment with the mini- 
mum harm to the patient, and to make cer- 
tain that persons who are not mentally sick 
are not improperly committed. 

Most of our commitment laws as drawn 
up are aimed at the second provision and 
do not accomplish the first. Can one con- 
ceive of any worse treatment for a men- 
tally sick person already upset emotionally, 
possibly suspicious and feeling that persons 
are against him, than to be arrested on a 
warrant by a policeman or sheriff, locked 
up in a jail with common criminals, brought 
before a judge who says, “You are charged 
with insanity; how do you plead—guilty or 
not guilty?”; being tried in a court room 
with a jury and all the procedures of any 
criminal trial, and then being told that the 
judge and jury find him insane, and having 
a sheriff transport him in handcuffs to 
mental hospital ? 

Not long ago in California a wife decided 
that her husband was mentally sick. He 
was depressed and had delusions that per- 
sons were trying to kill him. Following 
the regular legal procedure she swore out a 
warrant, the sheriff arrested the patient, and 
he was taken to the county jail, there to 
await a hearing before the judge. That night 
he hanged himself in the jail. To those 
sticklers for legal procedure and defense of 
the legal rights of the patient, I would point 
out that his legal rights were well preserved. 
He was arrested on a warrant by a sheriff; 
he was not sent to a hospital without due 
process of law and a chance to appear before 
the judge. Perhaps if he had, he might be 
alive today. The point I wish to make is 
that the public is so obsessed with the legal 
point of view and the alleged infallibilit 
of legal procedure that they insist on pro- 
tecting the so-called legal rights of the patient 
without thinking of what his medical rights 
are. I would like to formulate the medical 
rights of the mentally-sick person as follows: 

He should be entitled to immediate exami- 
nation by competent psychiatrists and im- 
mediate admission to a psychiatric hospital 
or ward, where he can receive suitable treat- 
sent. No one would think of keeping a 
physically sick person detained in jail pend- 
ing a determination of his medical condition 
by non-medical persons. It is equally absurd 
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tegral part of the pediatric service. With 
the developments in psychosomatic medicine 
more of this is occurring in general medicine. 
It will be only a matter of time before this 
will take place in all fields of medicine. Some 
see in this a dissolution of psychiatry as a 
separate branch, and an infiltration into all 
other clinical To a certain ex- 
tent this may be so, but in spite of setting 
up good psychiatric services in all the other 
fields, we will still have a large 
group of cases that are primarily psychiatric, 
and must be taken on to a psychiatric service. 

Outside the medical profession many close 
relationships exist between psychiatry and 
other fields, and the importance of psychiatry 
is recognized. In the nursing profession all 
of our best hospitals require undergraduate 
training in psychiatry, usually a minimum of 
two months. Student nurses as a group 
are eager to have such training, and are uni- 
formly satisfied with having such experience. 
It is probable that three months rather than 
two months should be the period for student 
nurses to spend in psychiatry. 

Social service is another field which is 
closely allied with psychiatry. In all of our 
good schools of social service, psychiatry is 
taught to all students, whether or not they 
are specializing in psychiatric social work. 
A*more intensive course and field training 
in specialized psychiatric social work is given 
to students specializing in this field. 

Our relationships to the psychiatric nurse, 
and the psychiatric social worker, have been 
handled by committees of this Association, 
who have worked to such good advantage 
that there is little friction or difference of 
opinion as to the province, responsibilities 
and limitations of each field. The same can- 
not be said of our relationship to psychology. 
Here there is much overlapping of function, 
and considerable disagreement as to the exact 
field and where limitations should exist. 

For the past two years we have had a 
committee working on this problem, and 
I am happy to say that the psychologists 
have had a committee of some of their very 
best members who have worked most cordi- 
ally with our committee in trying to arrive 
at a solution. I doubt if one can lay down 
too rigid regulations in this matter. A great 
deal must be left in a somewhat intangible 


branches. 


clinical 


state ; there must be a healthier give-and-take 
on both sides, and a willingness to work 
the matter out gradually. 

It is in the field of psychotherapy that our 
greatest problem arises. We have persons 
who are trained to do work in psychotherapy 
coming from the fields of nursing, social 
service, occupational therapy, clinical psy- 
chology and lay psychoanalysis. In the field 
of teaching there is also some overlapping. 
Just where does personnel counselling leave 
off and treatment of incipient or actual psy- 
choneurosis begin? There is enough material 
to keep all groups busy. There is at least 
one thing the psychiatrist does not have to 
worry about: since he always has more cases 
than he can possibly handle he will un- 
doubtedly have to avail himself constantly 
of help from all these different fields. 

In the field of criminology we also have 
our problems. The Federal Government 
and a number of our state governments, 
have set up what are really psychiatric 
clinics, first for the examination of prisoners 
before trial in order to determine whether 
or not they are responsible; second for the 
examination of convicted criminals prior to 
sentence in order that the judge may impose 
a proper sentence; and third for the deter- 
mination of the prisoner’s condition and 
personality makeup to decide whether or 
not he should be considered for parole. Very 
few of these clinics have a psychiatrist in 
charge, and yet the decisions made are those 
which a psychiatrist is most competent to 
make. Unfortunately we do not have enough 
well-trained psychiatrists with suitable ex- 
perience in this work to head up all these 
different clinics. We should, therefore, see 
that more of our good young psychiatrists 
receive training in this field, and insist that 
ultimately such clinics should be under the 
control of psychiatrists. 

Psychiatry has made many contributions 
to the study of crime, and during the present 
war these have been still further increased. 
Studies show that people cannot be divided 
into good and bad, and that men do not 
necessarily become criminals because they 
are bad. A great deal of anti-social behavior 
is based on unconscious mechanisms work- 
ing within the patient. A study of sex delin- 
quency in girls shows that the delinquency 
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seldom occurs because the girl is over-sexed, 
a fact well known to students of the prob 
lem! However, published statements to this 
effect would be received with incredulity and 
criticism by the majority of our population. 

Sometimes a few individuals can be re- 
sponsible for cultural changes. A single in- 
dividual is able to mobilize group opinion 
and alter radically society's attitude on cer- 
tain questions. It is unfortunately true that 
it is infinitely easier to affect public attitudes 
in an unhealthy way than it is to build up 
healthy attitudes. People are looking for 
some simple panacea for their personal prob- 
lems and for all the ills of society. There 
is no simple, easy solution, and only pro- 
longed hard work will bring the desired 
result. But it is much more pleasant to listen 
to the promises of the rabble-rouser, who 
offers a solution to all problems and whio 
feeds the vanity of his followers by giving 
them false ideas of their own importance 
and tearing down the ideas of others. Some 
of these individuals are merely extremely 
clever cynical opportunists, who realize that 
they are only advancing their own selfish 
interests. There are others, however, who 
have a paranoid conviction of their own 
importance and of their own ability to solve 
the problems of the universe. Psychiatry 
can help us to the understanding of thes« 
individuals. 

We have recently witnessed the develop 
ment of a new field in medicine, at least 
new in name, psychosomatic medicine. Psy- 
chosomatic medicine has become very popu 
lar and now is almost a fad. It is fashionable. 
The same things which psychiatrists have 
been saying for the past twenty or thirty 
years, and which went unheeded by a great 
group of the medical profession, are now 
uncritically accepted by many. 

Psychosomatic medicine emphasizes the 
relation of mental states to bodily ills. We 
hear almost nothing of somatopsychic medi- 
cine, which is an equally important part, 
namely the effect of physical states on mental 
conditions. Psychosomatic medicine is re- 
ceiving wide acceptance in our general hos- 
pitals, and there is no resistance to accepting 
a patient if he is a psychosomatic patient 
and not just psychic. It perhaps illustrates 
the contention of the semantist that words 
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and the only place to put them is in the 
jail. Since our cities, counties, states and 
the Federal Government all receive large 
amounts of revenue from the alcoholic bev- 
erage industries, | recommend that we advo- 
cate that 10 percent of all revenue so received 
be devoted to a long-time research of the 
problem of alcohol addiction and alcoholic 
mental disorders. A part of this sum might 
be used for following the Yale plan now 
established at New Haven and creating an 
information center, and also establishing 
actual treatment and hospital facilities. The 
alcoholic beverage industries should also be 
requested to cut their advertising budget 
10 percent and to donate such monies for 
research and treatment of alcoholic con- 
ditions. If such a program were carried out 
we would have the facilities for organizing 
a long-time research and for treatment fa- 
cilities for alcoholics. The recent Connecti- 
cut law providing for a study of the subject 
and utilizing 9 percent of all state taxes 
received from the alcoholic beverage indus- 
try is a model law that might well be adopted 
by other states. 

In most states, hospital insurance policies 
do not include psychiatric care. When we 
are told by internists that over 50 percent 
of general medical cases are primarily psy- 
chiatric, the absurdity of such a situation is 
apparent. When does a case become psy- 
chiatric? What if a case is part psychiatric 
and part medical or surgical? It is my 
understanding that in Delaware the Blue 
Cross has accepted mental disease on the 
same basis as other sickness, and that the 
cost of patients at the Delaware State Hos- 
pital is paid under the terms of the Blue 
Cross exactly as if they went into any gen- 
eral hospital. This is the only logical way 
to deal with the problem. We should fight 
to have hospital insurance cover psychiatric 
care in exactly the same way it covers any 
other kind of medical care. Mental illness 
is a form of disease. Psychiatry is a branch 
of medicine. We must keep this relationship 
constantly before the public. General hospi- 
tals should, therefore, be encouraged to de- 
velop psychiatric wards and to make the 
admission of psychiatric patients as easy 
and as simple as possible. Psychiatric pa- 
tients will always be willing to come in on a 


voluntary basis if a hospital is well run and 
if proper public relations are developed. 

It is my experience that as soon as the 
public knows that good psychiatric facilities 
are provided there are plenty of suitable 
patients. In a well-run hospital it is possible 
to have admitted on a voluntary basis a large 
percentage of the serious mental! disorders, 
including cases of schizophrenia and manic- 
depressive psychosis, and various organic 
conditions including many cases of general 
paresis. Families will seek early care when 
the stigma and disgrace of commitment is 
abrogated. How many families have said, 
“Well doctor, we knew that he needed psy- 
chiatric care but we could not bring ourselves 
to take him into court and have him com- 
mitted!” I know of no stronger indictment 
of our present system of commitment than 
the fact that it prevents early treatment in 
many cases at a time when such treatment 
might be successful. The families unhappily 
resort to commitment after the condition has 
become fixed and chronic. 

Recently we have seen a whole series of 
attacks on our state hospitals in newspapers 
and magazines. Like most of such attacks 
there has been a basis for the claims that 
there were many unsatisfactory conditions 
in our state hospitals. It is a little distress- 
ing to many of us, however, to find that 
things which we have all been saying for 
years are suddenly produced by outsiders as 
startling new discoveries and as evidence 
of something wrong. It it also important to 
point out that these investigations of state 
hospitals have been made at a time when 
the state hospitals were suffering from con- 
ditions imposed by the war. 

Suppose we analyze some of these claims. 
There is first the statement that our men- 
tally sick are inadequately housed. Every 
psychiatrist. knows this and has been saying 
so for years. Overcrowding of from 20 to 
30 percent is common in many of our state 
hospitals. Because of war conditions there 
has been no opportunity to build during the 
past five years. In many states there are 
mental hospitals that are fire-traps con- 
demned by the fire marshal. We have been 
saying all this for years. We have been 
pleading for more money to build adequate 
state hospitals. 
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Second: it is stated that our hospitals are 
ander-staffed. Again our answer is that we 
have been saying this for years. We have 
been asking for more physicians, nurses and 
attendants. We have pointed out that acci- 
dents and abuse invariably increase where 
there is inadequate personnel. 

Third: it is pointed out that in many 
states the salaries are inadequate as com- 
pared with other types of state positions. The 
hours of work are much longer and working 
conditions are unsatisfactory. You have all 
heard such statements made many times by 
our members. This is nothing new. \We 
have been protesting against such conditions 
for a long time. We should protest paying 
prison guards more than hospital attendants 

Fourth: we are told that at times abuse 
of patients occurs and that not all of our 
employees are motivated by the highest 
ideals. Here we should point out that for 
the past five years our state hospitals have 
been operating under war conditions. Many 
of our best doctors, nurses and attendants 
have been taken into the Armed 
Under such conditions our state hospitals 
have been working under enormous handi- 
caps and it is not surprising that at times 
abuses have crept in. 

During the war I have had the opportunity 
of visiting a number of the psychiatric hos- 
pitals and wards in the Army and Navy 
hospitals. I have been impressed by the 
large number of competent psychiatrists on 
duty, the liberal provisions for nurses and 
attendants, the excellent food furnished and, 
in the rehabilitation hospitals such as those 
of the Army Air Force, the very large per- 
sonnel engaged in occupational and recrea- 
tional therapy, and an amount of space and 
equipment such as has never been seen 
before even in our best psychiatric hospitals 
A large number of these doctors were from 
our state hospital services, and are prepared 
to return to our state hospitals if they are 
given suitable working conditions and ade- 
quate salaries. 

The answer to all this is very simple. It is 
essentially a matter of obtaining sufficient 
appropriation to establish conditions which 
will attract competent personnel. The fault 
is primarily that of the apathetic public which 
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That is always the way with the Army or, for 
that matter, with any organization. More than a 
year before the “bazooka” appeared in North 
Africa a friend told me that his organization was 
developing a portable weapon carried by two men 
that would do the damage of a cannon which had 
to be mounted on an automobile truck. “But,” 
said he, “the Army will have none of it.” We 
all know the outcome. When the Army was finally 
convinced and took it up they were inordinately 
proud of it. Perfecting the weapon required per- 
haps less work than “selling” it to the Army. 
Educating the Army to its own need is a major 
part of war service. 

We scientists do not generally appreciate that 
this is a perfectly expectable characteristic of human 
nature. You will recall the well-known occasion 
when George Westinghouse tried to sell air brakes 
to Vanderbilt, and the railroad magnate dismissed 
him with the remark that he “had no time to 
bother with damn fools.” We who number so 
many teachers among us ought to know that 
education is a slow, difficult process which requires 
an expert staff, a systematic curriculum and care- 
ful organization throughout. .... 

I am reliably informed that $500,000 was spent 
for development work on a fungus project which 
could have been done by mycologists for $20,000 
but the government agency in charge did not know 
where to turn for assistance. If one were to try to 


allocate blame for this waste he would have to 
charge it not to the Government, but to the 
patriotic mycologists who though anxious to help 
did not know that a professional organization was 
necessary to render effective assistance. If there 
had been a competent war committe in mycology, 
alert and able to give the time required to establish 
the necessary contacts and confidence in the com- 
petence of their “profession,” the mycologists would, 
as they should, have made a tremendous contri- 
bution to the war and would have secured a recog- 
nition of the importance of their science, which is 
still a long way off..... 

As an illustration of the amount of persistent 
education that was necessary to bring that about 
it is interesting to recall that on the first interview 
(of plant pathologists) WPB replied, “Oh yes, 
we recognize that you must have insecticides and 
we will give you all the blue vitriol you need. 
But of course every ounce of copper will be used 
in weapons”—blissfully ignorant that blue vitriol is 
sulphate of copper. 


Applying all this to psychiatry, I would 
say that it is our responsibility to see that 
the public is adequately informed on the 
problem of mental disease and the only pos- 
sible way to do this is to establish a psychi- 
atric foundation. 
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A BIoGRAPHICAL SKETCH 


HARRY C. SOLOMON, M.D., Boston, Mas 


Dr. Karl Murdock Bowman is President 
of The American Psychiatric Association. 
Due to the exigencies of the war and the 
action of the Office of Defense Transporta- 
tion, no meeting of the Association was 
held last year, and therefore Dr. Bowman 
holds the position of president for a two 
year period, a length of service which is 
unique. 

A great deal of work devolves upon the 
president of this organization and, because 
of the time extension of the encumbency and 
the uncertainties that have existed, this work 
has been doubled. Preparations for a meet- 
ing in June, 1945, had to be carried on until 
it became evident that it could not be held. 
Then it appeared that it would be possible 
to hold a meeting in the fall, for which 
preparations had to be instituted and again 
this meeting was found inadvisable. But 
no complaints of overwork or signs of upset 
were evidenced by our president. 

The election to the office of president of 
The American Psychiatric Association is one 
of the highest honors that can be bestowed 
upon a psychiatrist by his fellows. One may, 
therefore, well ask what sort of a person it 
is who has been so honored. 

In physical appearance Karl Bowman is a 
typical American male. He is of average 
height, he does not have a moving picture 
profile, he is not distinguished by sartorial 
elegance, he has a very pleasant smile, he 
tells good stories, he has a humorous glitter 
in his eye on such occasions, but there is 
certainly no esoteric electric hypnotic gaze. 
He is the sort of person with whom one 
likes to go off on a jaunt, either for an 
evening or a week. He is amusing, stimulat- 
ing and companionable. If he has one physi- 
cal feature that is not average it is the reten- 
tion of a full head of hair, not wavy, not 
particularly remarkable except for its preser- 
vation. Certainly this is not the cartoonist 
idea of a psychiatrist. 
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great desire to accumulate wealth—that he 
asked of life an opportunity to work hard, 
to pursue his interests and to contribute in 
his chosen field to his capacity. He was 
very devoted to the field of psychiatry and 
thought Bloomingdale Hospital was a great 
institution, in fact, debates which sometimes 
became acrimonious arose between us as to 
the relative values of Bloomingdale Hospital 
and the Boston Psychopathic Hospital. It 
became evident that he was enthusiastic about 
the thing in which he was immersed. He 
was proud of his college, of his medical 
school, of his hospitals. He enjoyed his war 
experience. He had spent a considerable 
period during the war in England with 
Bernard Hart from whom he learned a great 
deal. I found that he had a marked ability 
to explain clearly knowledge he had acquired. 
Thig capacity for clear exposition has been 
one of his great assets in teaching. 

He published four articles dealing with his 
war experiences, one of which won him the 
Wellcome Prize. 

With the conclusion of his military ex- 
periences he returned to Bloomingdale Hos- 
pital and became absorbed in metabolic 
studies of psychotic patients. However, his 
stay at Bloomingdale was not as long as he 
had anticipated because in 1921 he was in- 
vited by Dr. C. Macfie Campbell to come to 
the Boston Psychopathic Hospital as his first 
assistant, with the title of chief medical 
officer, and to take a teaching position at the 
Harvard Medical School. Thus our paths 
crossed again, and for the next I5 years 
we worked in close association and I am 
happy to say in close harmony. I believe 
he had to retract somewhat his belief in the 
superiority of Bloomingdale over the Psy- 
chopathic, but perhaps he can rationalize 
this on the basis of his contribution to the 
latter institution. At any rate, one can say 
with assurance that he was always loyal to 
Bloomingdale and always sincerely grateful 
for the opportunities that it afforded him. 

During the 15 years that he remained in 
Boston his interests reached out in many 
directions, his investigations developed into 
a number of fields in medicine and in psy- 
chiatry. He taught medical students at Bos- 
ton University School of Medicine and 
Harvard Medical School and attained the 


rank of assistant professor of psychiatry in 
each school. He developed a course in clinical 
psychiatry for Simmons College School of 
Social Work and taught at the School of 
Social Work of Smith College. As previ- 
ously mentioned, he was a clear expositor, 
talking easily, with a pleasant voice but with- 
out affectation or rhetorical flourishes. He 
was popular with the students. Even the 
15 years in Boston did not taint his Western 
accent, and so he was able to go to New 
York and California without offending the 
ears of people in these areas. 

His interests carried him from the labora- 
tory into clinical studies and into community 
relations. His interest in mental hygiene led 
to the publication of a book entitled ‘“Per- 
sonal Problems of Men and Women” which 
was published in four countries—the United 
States, England, Denmark and Sweden. 

In the period of his service at the Boston 
Psychopathic Hospital he published more 
than 30 articles, the first group being related 
to chemical and metabolic studies, the latter 
ones to the broader issues of mental hygiene 
and psychiatry. 

He proved to be an excellent chief medi- 
cal officer, was a good subordinate to a chief 
who expected hard work, clear thinking and 
devotion to patients in the hospital. Dr. 
Bowman was a good organizer and director 
of the medical staff; always ready to joke 
and to have good personal relations at a 
social level with his juniors, he nevertheless 
made them toe the mark in their professional 
work. This dual capacity of being a good 
fellow but a stern taskmaster won him both 
the affection and respect of a large number 
of young men and women who served under 
him. 

Perhaps his most successful work during 
his Boston period was the rearing of four 
boys. Although his methodology in super- 
vising these active youngsters was not always 
consistent with his lecturing on how to raise 
children, the results have proven the wisdom 
of his procedures. 

If the upbringing of his children was the 
most important endeavor of his Boston pe- 
riod, undoubtedly the most outstanding ac- 
complishment of his earlier period was his 
marriage to Eliza Abbott Stearns on August 
18, 1916. Mrs. Bowman, known to most 
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of her associates as Betty, has contributed 
very largely to Dr. Bowman’s success. An 
understanding wife is indeed a helpmate, 
and Mrs. Bowman has given every evidence 
of understanding her husband. 

The long period of training from his grad- 
uation from medical school in 1913 to the 
conclusion of his at the 
Psychopathic Hospital in 1935 prepared him 
to take on the arduous duties of the direc- 
tor of the division of psychiatry at Bellevue 
Hospital and professor of psychiatry at New 
York University College of Medicine. He 
filled these two positions from 1936 to I94I. 
His positions in New York required the 
utmost in organizing ability, tact and diplo- 
macy. The reorganization of the psychiatri 
service at Bellevue, its relations with the 
courts and the revamping of the teaching 
at the medical school were in themselves 
major tasks which had to be done in a 
period of considerable political pressure. De- 
spite the pressure of administrative func- 
tioning, he was able to find time to stimulate 
and take part in medical research, and some 
40 articles bearing his name as an author 
were published during this period. 

In 1941 he returned to his old medical 
school of the University of California as 
professor of psychiatry and the director of 
the Langley Porter Clinic. The Langley 
Porter Clinic is a model psychiatric hospital 
and was organized by Dr. Bowman and 
managed in all aspects by him since its 
opening. The hospital is a joint undertaking 
of the state and the medical school, and it 
unquestionably required a great deal of 
finesse to work out the details of a bi-headed 
control, all of which had to be done in the 
very difficult war period, with a shortage of 
personnel of all categories. 

More remarkable than his ability to get 
the organization so well in hand during this 
trying period is the fact that the end was 
apparently accomplished without disturbance 
of his equanimity or change in his person- 
ality. It was my good fortune not only to 
see him at work during this period, but 
to make two trips with him, one in Novem- 
ber and December of 1944, the other in 
June and July of 1945. On each occasion 
we lived and worked in a group for two 
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It would be superfluous to note the various 
and distinctions that have come to 

Dr. Bowman over the years. Some of these 
Who’s Who, but it may be 
mentioned that he is a member of Sigma 
Xi, Phi Delta Theta, Alpha Omega Alpha, 
that he is the recipient of a Selective Service 
medal, that he 
for the 
Veterans 


published in this latter pe 
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are noted in 


is the psychiatric consultant 
American Red Cross and for the 
Administration. 

I would prophesy that when the gavel 
falls at the 1946 meeting of The American 
Psychiatric Association one will see a quiet, 
unruffled presiding officer who, without un- 
due flourishes, will immediately command 
the attention of the entire audience. I will 
further prophesy that when he is called 
upon to present his Presidential Address he 
will command complete silence among the 
audience, that his wisdom will 
flow easily and readily, that they will be 
clear and understood without difficulty and 
that the majority of the listeners will give 
the highest of all praise—the remark that 
“that is what I have been thinking for a 
long time.” 
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PSYCHOTHERAPEUTIC ASPECTS OF SYMPTOMATIC TREATMENT 


MAJOR JEROME D. FRANK 
Army of the United States 


Treatment of emotional disorders directed 
towards the relief of symptoms rather than 
towards removal of their causes may have 
implications beyond amelioration of the 
Properly handled it may have 
effects on the patient’s attitudes towards his 
illness and towards his physician which are 
of considerable psychotherapeutic value. The 
purpose of this paper is to consider certain 
psychotherapeutic effects of symptomatic 
treatment observed in army _ psychiatric 
casualties. Although the observations are 
based solely on soldiers, it is believed that 
they have general applicability to the ex- 
tent that the same factors operate in all pa- 
tients with functional complaints. 


symptoms. 


Palliative treatment of functional disease 
is very widespread in army practice. Per- 
haps the most significant reason is that 
emphasis is on returning the patient to duty 
as rapidly as possible, rather than on funda- 
mentally modifying his pathological attitudes. 
The army hospital is under pressure to keep 
at maximum the percentage of patients re- 
turned to duty. Relapses after leaving the 
hospital do not affect this percentage, nor 
do they haunt the physician’s conscience, 
because a patient discharged from the hos- 
pital is usually lost from sight. As a result 
the incentive is great to ameliorate a patient’s 
symptoms in any way possible and return 
him to duty, even if the emotional stresses 
which caused his condition might shortly 
produce a relapse. Another reason for the 
widespread use of symptomatic treatment is 
that the army doctor ordinarily has no time 
to conduct intensive psychotherapy. If it 
appears that the patient cannot be returned 
to duty without this, he is usually rightly 
regarded as too great a burden on the Army 
and is released from the service. 

A further cause for the popularity of 
symptomatic therapy in army practice is 
that it seems to be rewarded with a relatively 
high degree of success. The chief reason 
is probably that emotional disturbances com- 
ing to the attention of the army psychiatrist 


tend to be more superficial than those seen 
by his civilian counterpart. The army psy- 
chiatrist sees many soldiers with mild ten- 
sion headaches or heartburn, for example, 
who, if they developed similar symptoms 
in civilian life would probably treat them- 
selves under the guidance of the corner 
druggist. Such cases might be expected to 
respond more favorably to symptomatic mea- 
sures than the more severe psychoneurotics 
of civilian practice. 

In the Army certain unfavorable features 
of the doctor-patient relationship which may 
be favorably influenced by symptomatic 
treatment are thrown into sharp relief. For 
reasons to be discussed, soldiers often ap- 
proach the medical officer with a considerable 
degree of distrust and expectation of rebuff, 
especially if their bodily disturbances are 
emotionally determined. They tend to feel 
that the medical officer is not really inter- 
ested, assumes that they are “goldbricking,” 
and will make no real effort to cure them. 
Similar attitudes may be seen in many civil- 
ian patients in outpatient departments and 
public wards. Observations of the effects 
of symptomatic remedies in undermining 
these harmful attitudes in army patients 
should therefore also be relevant to civilian 
ones. 

The most common psychic and somatic 
disturbances of soldiers as of civilians are 
fatigue, anxiety, insomnia, restlessness, 
weight loss, and a wide assortment of bodily 
symptoms chiefly referrable to the head, gas- 
tro-intestinal, cardio-vascular and musculo- 
skeletal systems. The chief symptomatic 
treatments used have been sedation, some- 
times carried to the point of prolonged nar- 
cosis, subcoma insulin treatment, various 
forms of physiotherapy, and certain drugs 
with more or less specific effects. Such are 
aspirin and similar compounds for aches and 
pains, antispasmodics, alkalis and gels to 
relieve gastro-intestinal complaints, benze- 
drine to combat fatigue and depression, 
ergotamine tartrate to dampen sympathetic 
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overactivity(7), and atropine, which some- 
times has a specific effect on weakness due 
to relative hypoglycemia(1). 

The pitfalls of symptomatic therapy in 
psychiatric disorders are well known and 
need merely be mentioned. Perhaps the 
most serious danger is that of making thx 
patient so comfortable that he loses the 
centive for changing his attitudes or so 
ing the conflicts which are the sources of 
his symptoms. A little emotional distress 
or bodily discomfort may act as a useful 
spur to the patient to come to grips with 
his problems. He may come to rely on 
medication to relieve his uneasiness, thus 
indefinitely postponing any progress to gen- 


1 
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uine cure. This possibility is especially strong 
with sedation, to which unstable individuals 
may readily become addicted. Symptomatic 
treatment, furthermore, may tend to focus 
the attention of both patient and physician 
too sharply on the symptoms, to the neglect 
of underlying issues. Therapeutic contacts, 
particularly the brief ones characteristic of 
an army setting, may become unduly occu- 
pied with how the stomachache or headache 
is today to the neglect of more important 
matters. Occasionally, the use of sympto- 
matic therapy may have a subtly disturbing 
effect on the patient’s confidence in the 
physician. If the latter appears too interested 
in the patient’s bodily complaints, he may 
appear to the patient to have fallen into a 
trap; to have “taken the bait” of the symp- 
tom and thereby to have overlooked the 
real problem which it concealed. This type 
of reaction, which may occur at an uncon- 
scious level, results usually in loss of faith 
in the physician and the end of his usefulness 
It is more likely to arise in the complex 
psychoneuroses of civilian practice than in 
the relatively simple ones seen in the Army. 
Finally, symptomatic treatment may confuse 
the patient by seeming to imply a contradic- 
tion. One patient expressed this by saying: 
“You say my illness is all in my mind and 
then you give me pills for it.” This difficulty 
can usually be circumvented by stressing the 
fact that bodily disturbances on an emotional 
basis may still be perfectly genuine. 

The beneficial psychological effects of 
symptomatic treatment may conveniently be 
considered under four headings: (1) direct 
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tack on the basic psychopathological proc- 
ition of approach to the un- 
nce through alleviation of 

ptoms which tend to impede this, (3) 
diminution of emotional disturbances result- 


secondarily from the symptoms, and (4) 
rable dification of the patient’s atti- 

d vards the phy 
n certain psychiatric disorders, symptoms 
the same time etiological agents, So 
symptomatic treatment is in itself a 
urative measure. This is most apparent in 
bat reactions, in which exhaustion and 
nxiety arising from battle experiences are 
nifestations and causes of the symp- 
tomatology. In these cases treatment of 
hausti nd fear by heavy sedation as 
fter the traumatic episode 
tends to halt disintegration of the ego and 
errupt neurotic sympt formation, at 
same time giving healthy adjustment 


echanisms all opportunity to reassert them- 


lves(2, 6, 7,9). The treatment of “simple” 
depressions by benzedrine, or of involutional 
depressions with convulsive therapy, though 


purely symptomatic in that no attempt 1s 
ade to treat underlying dynamics, may also 
be curative. 

Symptomatic treatment may be of con- 
in facilitating approach to 
dynamic issues when this is blocked by the 
In some patients with battle re- 
for example, attempts to think of 
combat experiences often give rise to in- 
tense anxiety with marked overactivity of 
the sympathetic nervous system. This reac- 
tion may be so distressing as powerfully to 
discourage such attempts. In some of these 
cases diminishing the autonomic response with 
mild sedation(8) or ergotamine(7) may en- 
hance the patient’s ability to face and work 
through his upsetting memories, thus greatly 
facilitating psychotherapy. Fatigue often is 
accompanied by withdrawal tendencies and 
unwillingness to make the necessary effort 
required to meet one’s problems. This is 
combated by measures which counteract fa- 
tigue, such as subcoma insulin, which tends 
to increase the general sense of bodily well- 
being (3), which corrects hy- 
poglycemic fatigue(1). As a result these 
treatments may be useful adjuncts to more 
far-reaching psychotherapy. 


and atropine, 


tio! 

In 

ish 

pat 

to 

to 

ink 

abi 

ar( 

ors 

acl 

an 

tio 

ary 

loc 

CO 

hi 

tol 

sO 

bo 

of 

th 

fu 

to 

di 

TI 

di 

ne 

n¢ 

pe 

WwW 

ne 

th 

di 

ta 

di 

ré 

ti 

| d 

b 

p 

SI 
j 


proc- 
he un- 
ion of 
result- 
id (4) 
atti- 


iptoms 
nts, so 
tself a 
rent in 
mn and 
es are 
symp- 
ent of 
ion as 
pisode 
xo and 
ion, at 
stment 
them- 
imple” 
utional 
though 
mpt is 
ay also 


con- 
ach to 
by the 
ttle re- 
ink of 
to in- 
vity of 
reac- 
ully to 
f these 
ise with 
lay en- 
d work 
greatly 
yften is 
es and 

effort 
This is 
‘act fa- 
1 tends 
y well- 
cts hy- 
t these 
o more 


1946] 


JEROME D. FRANK 23 


Symptoms may give rise to emotional reac- 
tions which complicate the treatment problem. 
In such cases palliative remedies by dimin- 
ishing the symptoms help to eradicate the 
pathological emotional responses secondary 
to them. A sick person is always frightened 
to some extent(10). This anxiety, spring- 
ing chiefly from fear of permanent dis- 
ability or death, may be just as strongly 
aroused by functional disturbance as_ by 
organic disease. To the patient a stomach 
ache is equally menacing whether due to 
an ulcer or merely to emotional malfunc- 
tioning. This fact is frequently overlooked in 
army practice because the physician is not 
looking for it and because in his usually brief 
contact with the patient it is not forced on 
his attention. Anxiety arising from symp- 
toms is apt to be especially marked among 
Being in a 
period of vigorous young manhood they 
have not become accustomed to dealing with 
bodily infirmities. In addition, since most 
of them have not yet made a mark in life, 
the possible effects of physical disability on 
future goals may be of great concern. Illness 
to a young individual is not only a present 
discomfort but a threat to future attainment. 
The menace is the greater because a smaller 
disability suffices to prevent a man from 
gaining a certain position than would be 
necessary to dislodge him from it after it 
had been attained. A handicap which might 
not prevent a man from continuing an occu- 
pation in which he is well established might 
well prevent him from making the effort 
necessary to learn and become successful in 
that occupation.’ Finally, anxiety and other 
disturbing emotions to which symptoms may 
give rise are heightened in soldiers by cer- 
tain aspects of the doctor-patient relationship 
discussed more fully below. 

Bodily symptoms and the emotional 
reactions to which they lead tend to be 
reciprocally related. The more severe the 
symptoms the greater tends to be the emo- 
tional disturbance accompanying them. This 
disturbance by further disrupting normal 
body mechanisms in turn increases the symp- 


soldiers for several reasons. 


1 Anxiety due to threat of future disability ap- 
peared to be especially keen in ambitious Negro 
soldiers, probably because they tended to have a 
smaller margin of security than -whites(5). 


toms. Thus cardiac palpitation due to anxiety 
may create a fear of heart disease, increasing 
the palpitation. 

Symptomatic therapy helps to break this 
vicious circle. For example, symptomatic 
relief of postprandial epigastric distress may 
remove the fear of ulcer with consequent 
improvement in stomach function. Diminu- 
tion of back pain through physiotherapy by 
lessening the fear of permanent crippling 
may promote general muscular relaxation, 
causing further decline of the pain. Of all 
psychosomatic symptoms afflicting army pa- 
tients weight loss seemed to produce the 
greatest anxiety. Because of this, weight 
gain resulting from subcoma insulin treat- 
ment often had a dramatically beneficial 
effect on the patient’s whole outlook: “Re- 
gaining weight seemed synonymous in the 
minds of some patients with the repossession 
of what they regarded as their personality 
previous to exposure to the strains of war- 
fare. At the conclusion of treatment some 
patients exhibited photographs of themselves 
as they had looked before coming overseas 
and were delighted to realize that they again 
looked the same” (3, p. 450). 

The use of symptomatic treatment, finally, 
may favorably modify the patient’s attitude 
towards the physician, with resulting psycho- 
therapeutic benefit. This is particularly true 
in an army setting where the physician- 
patient relationship at times enhances emo- 
tional disturbances secondary to the patient’s 
illness rather than diminishing them. In 
private practice a favorable therapeutic at- 
mosphere is created by the attentions of 
the patient’s family and by his faith in his 
physician. In the Army, not only is there 
no counterpart of a loving family, but the 
physician may be regarded almost as an 
enemy. The soldier’s attitude towards his 
medical officer is colored by his relations 
with officers in general. If these have been 
good he tends to be favorably disposed 
towards the doctor. However, if he has come 
to resent his officers or to feel that they are 
not genuinely interested in his welfare, he 
may approach his medical officer with the 
same state of mind. Unfortunately, the latter 
may inadvertently intensify rather than dis- 
pel these attitudes. The dispensary physician 
is usually rushed and may have become bored 
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with hearing the same minor functional 
complaints day after day. He may have come 
to assume that the soldier with a functional 
disturbance has come on sick call to avoid 
some duties rather than because of a gen 
uine complaint. He may therefore be in- 
clined, when faced with an obviously func- 
tional disorder, to make only a cursory ex 
amination, hand the soldier some pills, and 
make some remark to the effect that it is 
all in his imagination, often in a critical 
tone. Thus the patient’s anxiety about him 
self and need for emotional support may be 
increased. 

The patient with emotionally induced bod 
ily disturbances usually reaches the hospital 
only after repeated unsatisfactory visits to 
sick call of this sort, which may have pro- 
duced several harmful emotional attitudes 
in addition to resentful feelings towards 
medical officers. He may have developed 
the conviction, as the result of his failure to 
improve, that something is seriously wrong 
with him which baffles the medical profes 
sion.” In addition he may have become habit- 
uated to using his bodily symptoms as an at- 
tempt to gain attention, a tendency strength- 
ened by his feelings of having been neglected 
Finally, he has become committed to insist- 
ing on the reality of his complaints. To 
admit their functional or transient nature 
would be tacitly to agree that the attitude 
of the physician was justified, involving 
loss of self-respect. 

In the light of these attitudes the adminis- 
tration of medication or physiotherapy is a 
tangible demonstration that the physician is 
interested in the patient’s welfare, that he 
is genuinely trying to make the patient 
more comfortable. In order to achieve this 
result it is, of course, not sufficient simply 
to prescribe some medication at the first in- 
terview. The physician’s interest must be 
continuous, with adjustment of treatment 
in accordance with the patient’s progress. 
Subcoma insulin treatment illustrates this 
aspect of symptomatic treatment clearly. The 
patient is kept in bed part of each day. He 
sees his physician once or twice in the course 


2 The profoundly unsettling emotional effects of 
the belief that the doctors do not understand 
one’s illness were well seen in some patients with 
schistosomiasis (6). 
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the failure to achieve complete relief used 
as evidence that underlying emotional fac- 
tors, not touched by the medication, are the 
real source of the symptom. In this way par- 
tial improvement can be used to strengthen 
the patient’s belief that the physician under- 
stands his condition. 

Symptomatic therapy has implications for 
the physician-patient relationship which may 
make it easier for the patient to give up his 
It does 
this both by showing that the physician ac- 
cepts the reality of the complaints and by 
giving the patient an objective basis for 
recovery. The disappearance of a symptom 
without specific treatment for it implies 
either that it never was genuine or that the 
physician was able to modify the patient’s 
attitudes in such a way as to cause it to 
vanish. The first alternative raises the issue 
of malingering. The second, in that it im- 
plies a victory for the physician, may be 
impossible for a defensive or hostile patient 
to accept. 


complaints when ready to do so. 


By using a tangible remedy the physician 
convincingly indicates his acceptance of the 
objective reality of the complaints, thereby 
permitting the patient to surrender them 
without raising the question of their genuine- 
ness. He can, furthermore, attribute the 
relief of the symptom to the medication, in 
this way avoiding an admission that the 
physician has succeeded in changing his 
attitudes. In both these ways symptomatic 
treatment permits abandonment of symp- 
toms without loss of self-respect. 

The use of palliative measures, then, 
may have the paradoxical effect of aiding 
patient and physician to shift their attention 
from the complaints to more significant 
matters. This is especially true if the pa- 
tient’s emotions are strongly involved in the 
issue of the reality of his symptoms, as 
occurs very commonly in the Army. Symp- 
tomatic treatment, properly handled, de- 
prives him of his casus belli, thus under- 
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mining much of his hostility towards the 
physician. 

In short, symptomatic treatment of func- 
tional illness, if used with full awareness of 
its limitations, may be of definite psycho- 
therapeutic aid. It reassures the patient by 
demonstrating that the physician is genuinely 
interested in his condition and can influence 
it successfully. It circumvents the disturb- 
ing issue of the reality of the complaints 
and enables the patient to abandon them 
when ready to do so without loss of self- 
respect. In these ways it improves the 
patient’s relationship with the physician and 
counteracts anxiety, resentment and other 
emotional reactions contributing to the sever- 
ity of the symptoms. The proper use of 
symptomatic therapy thus tends to diminish 
the importance of the symptoms and to 
facilitate rather than hinder more funda- 
mental psychotherapy. 
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THE ROLE OF CONDITIONED RESPONSES IN EMOTIONAL 
DISTURBANCES OF WAR’ 
NORBERT BROMBERG, Lr. Compr. M.C.(S),U.S.N.R. 


I 

Despite the large volume of literature that 
has recently appeared on “war neurosis,” 
little agreement has as yet been reached even 
as to just what clinical picture is referred 
to by this term, to say nothing as to its 
etiology and pathology. At least three fac 
tors are responsible for this impasse. First is 
the idea that “. . . . war circumstances beget 
no essentially unique or novel psychologic 
phenomena . .’(1). Secondly, as corol 
lary to this belief, is the assumption that any 
wartime emotional disorders which cannot be 
classified as psychoses or as personality dis- 
orders, must be manifestations of neuroses, 
not very different from those encountered 
in peacetime. Finally, notwithstanding the 
considerable recognition which the psychoso- 
matic approach has recently received, ther 
has been a marked swing from the physio- 
genic to the psychogenic point of view in 
the study of these conditions. 

It is the purpose of this paper to examine 
these ideas in the light of experience gained 
by the writer as a naval psychiatrist. In 
that capacity, he was in a position to study 
marines as well as sailors in various stages 
of their military careers, from recruit camp 
to separation from the service. Of particular 
value for the present study was the ex 
perience in naval hospitals with men rela- 
tively soon after their combat experiences 
and at a naval base where many with the 
diagnoses of “war neurosis” or “combat 
fatigue” were assigned for varying periods 
of limited duty. 

If we consider only the aliquot parts of 
the emotional disorders encountered under 
war circumstances, it is obvious that they 
do not consist of reactions never before 
observed in human subjects. However, inso- 
far as the violent stimuli to which individuals 
are exposed in war are different from any 
usually encountered in peacetime, the total 


1 The opinions contained herein are those of the 
author and do not necessarily represent the policy 
of the Navy Department. 
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1 ire that they produce is, inevitably, dif- 
ferent and novel. Even a casual considera- 
mn of the outstanding features of war ex- 


es reveals their violently traumatic 
Often, 
tter long periols of boredom, deprivation, 

omfort, fatigue and fear, the combatant 


jected to the terrifying 


1, fortunately, unusual nature. 


sounds of flying 


projectiles and their deafening explosions, 
( S | enemy pla 1es and the cries of 
wounded and dying. He sees blinding 

fl: s of light, fires, the frightened running 


f comrades and the wounds of the maimed. 
He smells the burning of explosives, steel, 
the flesh of men and the odors of decom- 
posing matter, some of which used to be 
human. And he feels not only the heat and 
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he humidity or the cold and the wet, but 
iolent tremors of the earth or of the 


[hese are violent assaults on the organism 
hich have their peculiar effects depending 
ly on the physiological properties com- 


on to the neryous system of all individuals. 


In ¢ ph 5 ig this, there is no intention to 

e, much less to ignore, the neurotic 

tions depending on the psychological as- 

pects of the personality. What is maintained, 

vever, is that in the previously unstable 


individuals, 
the effects of these violent stimuli account 
between the peacetime 
neurotic pictures and those presented in war. 
Moreover, they account very largely for the 
emotional disturbances seen in the war 
casualties who had previously been essen- 
tially stable individuals. 

It is to the latter group that Rains and 
Kolb(2) refer in making the significant con- 
tribution to the subject of clearly isolating 
inical picture peculiar to certain combat 
all are agreed that 
the usual psychoneuroses encountered in 
termed ‘war neu- 
roses’ simply because they occur in a war 
o these, we are left with 
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a group of cases which do not conform 
entirely to the nosological criteria of psy- 
choneuroses, and which can be classified as 
such only with some difficulty. It is this 
group of cases in which we are interested, 
actually presenting more a question of psy- 
choneurotic symptoms in previously stable 
persons, than of true psychoneurosis.” As 
most characteristic of these cases, they list 
the following phenomena: (1) The “repeti- 
tious catastrophic nightmare” which usually 
re-enacts the traumatic scene or some part 
of it. (2) Second in frequency is the “startle 
reaction,” precipitated by sudden, loud noises 
and consisting of a sudden start accom- 
panied by the physiological evidence of anx- 
iety or manifestations, even, of panic. (3) 
“A subtle personality change” which consists 
of moroseness, sullenness and irritability on 
the part of the patient who becomes silent 
and withdrawn and often shows a “peculiar 
vacant staring expression that suggests the 
affectless facies of the schizophrenic.” 

While this is an excellent and useful list 
for descriptive purposes, we are still left 
in need of further light on the etiology and 
pathology of this condition. Many have 
made interesting contributions in these areas 
but, as Kardiner(3) points out, almost all 
have looked in the wrong direction for an 
answer to these questions: 

All systems of psychopathology that we have 
today tend to go in the direction of exploring the 
social relationships of the human being, and I can 
tell you, having studied this problem for many 
years, that it is a fruitless quest to derive the 
traumatic neurosis from disturbances in social rela- 
tionships. This neurosis is a disorder of the execu- 
tive system for action, and hence is a much more 
primitive reaction than the ordinary hysteria. Those 
whose neuroses depend upon defects in their social 
relationships, do not develop this particular kind 
of reaction. .... It, therefore, behooves us to look 
in another direction, and I can only indicate the 
general direction, in which it may be found; I can- 
not tell you with any specificity. 

I think that the disposition to the traumatic 
neurosis is to be found in certain types of malde- 
velopment in the accommodation of the individual to 
the external world. I have this hunch largely be- 
cause of some of the most severe cases of traumatic 
neuroses in which this part of their history seemed 
affected. What I mean by that is this: As children, 
these individuals with the traumatic neurosis, do 
not play like other children. They have a tendency 
to be over-destructive, which means, in effect, that 
mastery techniques were retarded. This was the 
only criterion that I was able to establish in the 


childhood of these people who developed traumatic 
neuroses later. 


Though he correctly appraises the errors 
of others and recognizes the need to look 
in another direction, the one which Kardiner 
suggests, as he himself admits, still does not 
bring us very far. Rains and Kolb(2) sug- 
gest another direction when they state: 


.... Is any group of men so maladjusted that 
it can produce 75 percent of its number with a 
neurotic syndrome? Under such circumstances the 
abnormal becomes the normal, and what at first 
glance appears pathological may at second clearly 
be physiological. It is our belief that the psycho- 
logical mechanisms associated with “traumatic neu- 
rosis’ are so fundamental as to be present in all 
men, and are of concern only in determining the 
extent of the neurotic response, not its content. As 
a corollary, the precipitating force lies in the 
personality’s environment, hence to some extent 
is controllable. .... 


Gillespie(4) takes us a long and impor- 
tant step forward in clearly recognizing that 
there are at least two types of responses to 
a terrifying stimulus: one depending more 
on the physiological properties common to 
the nervous systems of all individuals, and 
another depending on the psychological as- 
pects of the personality. In doing so, he 
emphasizes that this does not involve any 
“unnecessary dualism” but rather that “one 
type of response is at present describable 
more in physiological terms and the other 
in psychological. They can be regarded as 
occurring at different levels of personality- 
integration.” He cites some excellent clinical 
examples of the former type of response, 
but does not undertake systematically, to 
demonstrate its experimental basis. More- 
over, he continues to speak of such responses 
as psychoneurotic. This is a point of view 
which the writer believes is not supported 
by the facts and will be discussed more fully 
later. 

II 


The ideal way to study the reactions mani- 
fested primarily on the physiological level, 
would be by laboratory experimentation. 
Social considerations, of course, make the 
deliberate development of emotional distur- 
bances in the human subject out of the ques- 
tion. We can, however, learn much from 
animal experiments dealing with properties 
of the organism which differ minimally from 
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those of human beings. It would be of value, 
therefore, to see what light experimental 
psychology can throw on our problem. 

That a traumatic stimulus causes a dis 
turbance in the organism which we call an 
emotion, is so much a matter of common 
place observation that it hardly requires ex- 
perimental proof. It is perhaps less obvious 
that any stimulus present 
with such a disturbing stimulus subsequently 
becomes capable of itself arousing the emo- 
tional state. This was demonstrated with 
experimental animals by Warner(5) and by 
Estes and Skinner(6). The latter showed 
that a tone which precedes a noxious stimulus 
becomes an occasion for a state of “anxiety” 
or anticipation of the disturbing stimulus 
Grether(7) reversed the order of the noxious 
stimulus by first frightening monkeys sev- 
eral times by a powder flash and then ex- 
posing them to the sound of a bell. He 
found that fright responses were evoked 
which the bell had not previously elicited. 
This process, described as pseudo-condition- 
ing, is said to consist in a heightened state 
of excitement which sensitizes the animal to 
stimuli not normally arousing the response. 


simultaneously 


Though it is also part of our almost 
everyday experience, it should be pointed out 
that conditioned responses may follow from 
a single experience, if it is intense enough, 
and need not necessarily be established only 
after repeated exposures to the stimuli. This 
was confirmed in the course of his studies 
on dogs, by Gantt(8). 

Another experiment pertinent to our in- 
quiry is one by Prosser and Hunter(g) on 
the white rat. This demonstrates another 
form of pseudo-conditioning described as 
sensatization. In it, auditory stimuli just 
too weak to elicit startle responses were 
paired with an electric shock. Excitability 
was thereby increased to a point at which 
the reflex response was elicited by the previ- 
ously ineffective sound. 

Hilgard and Marquis(10) describe some 
still broader properties of not only condi- 
tioned responses, but also of reflexes and of 
complex voluntary responses, as follows: 


When an organism has learned to give a con- 
ditioned response to a particular stimulus it can 
be shown that other similar stimuli will also elicit 
the response even though these other stimuli have 
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sponse in an individual who had previously 
experienced similar stimuli in association 
with emotionally traumatic events. 

Furthermore, the phenomena of sensory 
generalization and of response generaliza- 
tion of complex voluntary behavior as well 
as of reflexes and conditioned responses, 
largely explain the almost infinite variety 
of ordinarily innocuous everyday experiences 
which may be a source of physiological and 
emotional disturbances to one who had lived 
through terrifying war events. They ac- 
count, when in a crowd of people, for the 
anxiety encountered in the sailor, who, on 
one or more occasions, was a member of a 
group of shipmates crowding toward the 
only avenue of escape from a compartment 
of a ship that was sinking; or in the marine 
who through months of training and ex- 
perience had learned the dangers of con- 
centration of personnel during military 
operations. On the other hand, the same 
principles make understandable the need for 
human companionship on the part of the 
fighter pilot whose most poignant experience 
on a dangerous mission was his overwhelm- 
ing sense of loneliness. Again, the sight 
of people running or even walking rapidly 
may arouse feelings of uneasiness or more 
strongly unpleasant emotions in the man in 
whom fear of impending danger had been 
associated with the sight of his shipmates 
running to battle stations or away from im- 
pending catastrophe. In one man, even the 
state of feeling “hot and sticky,” while on 
a naval base in the southern part of this 
country, was a source of anxiety reminiscent 
of a similar feeling experienced so frequently 
in the battle areas of the South Pacific. 

In some introductory remarks to two case 
histories, Hastings et al.(16) state: 

The following two records represent cases of 
functional symptoms which developed after an un- 
usually terrifying experience. In this type of case 
the individual appears to become conditioned to 
react in a neurotic-like fashion under the impact 
of this one terrifying experience. Under similar 
circumstances it is probable that the average in- 


dividual would be conditioned to react in a neurotic 
manner..... 


They then describe the experience of a 
tail gunner in a B-17 whose tail section was 
sliced off at about 20,000 feet, during a 
practice mission. He kicked his way through 


the skin of the ship and at about 1000 feet 
was blown clear. He had time to get his 
parachute open and came down unharmed. 
Some of his subsequent symptoms are de- 
scribed as follows: 


.... For the following two days he couldn’t eat. 
Since the accident he has felt tense, anxious and 
restless. He sleeps poorly and has frequently re- 
curring dreams of plane crashes. He has difficulty 
in getting thoughts of crashes off his mind and little 
things remind him of it. He develops anxiety on 
getting into the forward section of a B-17 because 
it reminds him of the terrible experience his fellow 
crew members must have gone through before the 
crash killed them. Whistling and whining noises 
startle him because they remind him of the wind 
whistling through the jagged tail section as it fell 
from the wreck. Small enclosed spaces also produce 
a certain amount of anxiety. The nights when he 
is alone are his worst time. He feels better in the 
day when he can talk to other people and have 
their company. He has developed severe anxiety 
attacks on riding in planes since the accident and 
says he sits listening to the creaking of the plane 
waiting for the tail section to break off again. 


Grinker and Spiegel(15) summarize some 
of their observations on patients whose con- 
ditions they designate as mild anxiety states, 
as follows: 


An interesting feature of these anxiety states is 
the high degree of specificity of the symptomatology 
to the most traumatic factors in their battle ex- 
perience. Those who have withstood prolonged 
dive bombing and strafing from the air, are in- 
tolerant of all aircraft, and in the worst cases, of 
the sounds of any motor. Even a passing truck will 
produce marked anxiety and a tendency to look for 
cover. The knowledge that all aircraft in the 
vicinity of the hospital are friendly planes is of no 
comfort. The patient reacts automatically to any 
plane overhead with fear and suspicion and seems 
to be continually listening for the sound of an air- 
plane engine. On the other hand, those who have 
experienced adequate support from the air on the 
part of their own planes but have been subjected 
to heavy fire from artillery and mortar shells, have 
no fear of planes, but cannot tolerate sudden loud 
noises, such as dropping of a dish, or the banging of 
a door. For those who have had mortar shells land 
very close by and have seen the flash of the ex- 
plosion followed by the concussion, almost any 
sudden stimulus will produce the fear and startle 
reaction. Especially is this true of sudden flashes of 
light, such as the striking of a match or a cigarette 
lighter, or the opening of the blinds in such a way 
as to flood the room suddenly with light. 


It is apparent, therefore, that in such an 
individual almost every sound, sight or other 
sensory stimulus may be an actual or po- 
tential source of anxiety. He is almost con- 
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stantly tense and on the alert to anticipate 
these stimuli. In other words, he is irritable. 
Invariably, his fondest wish is to retire to 
a farm. When he cannot do this, he becomes 
sullen, morose and withdrawn. The latter 
reaction, as Estes(11) demonstrated, has 
an even more direct relationship to exposur 
to disturbing stimuli. Thus we can see tl 
basis for the development of the “subt 
personality change.” 

The stare and affectless facies 
which these patients often present may be 
regarded as a manifestation of the same 
perseverative phenomenon, while the patient 
is awake, which is manifested by the catas 
trophic dream while the patient is asleep. ‘The 
fact that, unpleasant as they are, the patient 
cannot control his ruminations recapitulating 
traumatic events, suggests that these are on 
a physiological level. However, whatever the 
basis for his frequent preoccupation with 
traumatic events, there is little doubt that 
the patient’s vacant staring facial expressio1 
is intimately related to them. 

The recurrent catastrophic nightmare, 
Gillespie(4) believes, can be attributed to 
an “‘automatic activity of a neural engram 
at a time when, as in sleep or in epilepsy, 
the inhibitory effect of the cortical activities 
is in abeyance.” He cites an observation of 
Penfield and Ericson(17) suggesting that a 
traumatic event may persist in an engran 
matic fashion. This observation concerns an 
epileptic girl who had a frightening experi 
ence at the age of 7 and afterward had 
nightmares re-enacting the traumatic scene. 
At the age of 11 she began to have epileptic 
seizures with fright followed sometimes by 
major convulsions. While she showed the 
fright, she had hallucinations reproducing 
the original traumatic experience. Electrical 
stimulation of the middle temporal gyrt 
exactly reproduced the hallucination. Th 
leads the authors to “. .. . surmise that the 
same set of neural communications which 
was established that day in the meadow had 
served for memory, for ‘nightmare’ and for 
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We come now to the question as to the 
name to be applied to this condition. For 
reasons evident from the foregoing, neither 
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may break down if the strain is severe 
enough’ (21), while many a man showed no 
evidence of a “traumatic neurosis” after com- 
hat experiences, though his old psychoneuro- 
On the more 
positive side, moreover, we find that none 
of the symptoms which make up the syn- 


sis had become aggravated. 


drome under discussion, have the perma- 
nency of those of the true neuroses. In fact, 
relatively early recoverability may rightly 
be considered one of the criteria for the diag- 
nosis of this condition. Goldstein(22) sum- 
marizes the differential points of the psy- 
chopathology involved as follows: 


In the light of the foregoing evidence “nervous 
breakdown” due to war events differs from genuine 
neurosis. It is characteristic of a neurosis that at 
the center of the illness there is a personality change 
that hinders the individual from eliminating the 
escape mechanisms built up as a protection against 
danger and anxiety. The anxiety states observed 
in war are acute conditions of catastrophe that 
show the direct reactions to the situations of danger 
and that clear up if the latter is eliminated. .... 

Thus I would say: there are symptoms due to 
war events that have the characteristics of reactions 
to be observed in neurotics..... 3ut they are 
not neuroses, because there is usually no permanent 
personality change and so no fixation of symptoms 
takes place..... 


Finally, the therapeutic test, so to speak, 
of “deconditioning”’ applied with reported 
good results by McLaughlin and Millar(23), 
Schwartz(24), and by Saul et al.(25) 
strongly supports the position that we are 
not dealing here with a true psychoneurosis. 
These authors have used recordings of com- 
bat noises or sound motion pictures of battles 
as adjuncts to psychotherapy of “war neu- 
roses” and attribute much of their success 
to the “desensitizing” effects which they were 
thereby able to achieve. 


CONCLUSIONS 


Much of the literature on this subject at- 
tests to the difficulty that many observers 
have in considering as a true neurosis the 
“war neurosis” as described above. Part of 
the difficulty in understanding this condition 
lies in its superficial resemblance to a true 
neurosis. Another source of confusion is 
the fact that the group of symptoms we have 
discussed often does not occur in an isolated 
form, but may be incorporated with a larg 


variety of other emotional disturbances. The 
former is not easily separable from the un- 
derlying emotional disorders because of this 
very similarity not only to a true neurosis 
but to some aspects of many other conditions. 

The term “combat fatigue” has been sug- 
gested with the awareness that it, also, has 
its shortcomings in that it emphasizes the 
element of fatigue which may be only one 
of several factors involved in the production 
of the symptoms. From the foregoing dis- 
cussion it is evident that neither the combat 
nor the fatigue are even necessary elements 
in the development of this condition. The 
writer, therefore, would like to suggest the 
term, “traumatic neurotoid state” in its stead. 
This name does not classify the condition as 
a neurosis, but at the same time indicates its 
resemblance to it. Moreover, the traumatic 
factor, which is definitely more significant 
in the etiology than the fatigue, is emphasized 
and the connotation of more permanent emo- 
tional instability is avoided. 


SUMMARY 


1. The failure of agreement on several 
aspects of the emotional disturbances of 
war is cited and some factors considered 
responsible for this impasse are listed and 
examined. 

2. The role of violent stimuli of war con- 
ditions on the nervous system is emphasized 
and their significance is considered in the 
light of experimental studies of conditioned 
responses. 

3. The resulting symptoms in previously 
stable individuals is discussed, and the name, 
traumatic neurotoid state, is suggested for 
the picture presented. 
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A RAPID PERSONALITY EVALUATION 


BASED ON THE MINNESOTA MULTIPHASIC PERSONALITY INVENTORY AND THE 
CorNELL SELECTEE INDEX’ 


HARRY GRANT, B.S., M. D.,? Cuicaco, 


Physical development was the prime fac- 
tor in the selection of men for military 
service during wars of earlier days. At the 
turn of the century and especially during 
the period of World War I, attention was 
focused on intellectual capacity and as a 
result, various intelligence tests and modi- 
fications have been developed to aid in 
selection. During the era of industrial ex- 
pansion and specialization following the last 
war, it became apparent that physical fitness 
and intellect alone were not sufficient criteria 
for success in a particular specialized skill 
or profession and, consequently, numerous 
aptitude tests have been devised to aid in 
vocational guidance and proper selection of 
students for the professions. During the 
present war, especially when our attention 
has been directed to the high rate of neu- 
ropsychiatric rejections and casualties, the 
importance of emotional adjustment gained 
recognition. It became increasingly evident 
that an emotionally maladjusted individual, 
regardless of his physical stamina, intelli- 
gence and skill, was a handicap not only to 
himself but a burden and a bad influence on 
the group of which he became a part. 

A number of personality tests were de- 
veloped to detect potential neuropsychiatric 
casualties, some rather limited in scope and 
application and others more comprehensive. 
The most widely acclaimed were: the Ror- 
schach Test(1), about which a great deal 
has been written in the literature, the Minne- 
sota Multiphasic Test(2), and the Cornell 
Selectee Index(3). The first is undoubtedly 
a valuable test, although some unwarranted 
interpretation has been attached to certain 
phases of it. It is not a group test and 
requires expert training for its administra- 


1 Published with permission of the Medical Direc- 
tor, Veterans Administration, who assumed no 
responsibility for the opinions expressed or con- 
clusions drawn by the author. 

2 Formerly Chief of Psychiatry, Army Air Field, 
Pocatello, Idaho. 
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tion and interpretation. The Minnesota Test 
is much simpler to administer and score, but 
it too does not lend itself to group testing 
and is time consuming. The Cornell Test is 
a definite improvement in the direction of 
simplification, group applicability and time 
economy. 
PURPOSE 


At the time our investigation began in 
1943, we were not aware of the Cornell Test 
and the group Rorschach Test of Harrower- 
Erickson(4). However, after employing the 
Minnesota Test for some time on psychiatric 
wards, we felt that it could be modified to 
make it applicable to group testing and that 
the time required in its administration and 
grading could be reduced. It was our task 
to evolve a simple qualitative and quantitative 
personality evaluation that would take as 
little time as possible to administer and score, 
that would have a high rate of specificity and 
screening power, and that could be used by 
large groups. 

METHOD 


A perusal of the test cards of the Minne- 
sota Test revealed that there was an appre- 
ciable amount of duplication in the test 
statements of each scale and overlapping of 
statements that applied equally well to two 
or more scales. The statements deemed by 
us to be most specific for each scale were 
then selected. Of these, ten statements were 
allotted to each scale including the validity 
and lie scores ; making a total of one hundred 
statements for the entire test, to facilitate 
scoring on a percentile basis. The ten scales 
comprising the personality profile were: 

F—validity score. 

L—lie score. 
D—depression. 
Hy—hysteria. 
Pd—psychopathic deviate. 
Mf—masculinity-femininity. 
Pa—paranoid trend. 
Pt—psychasthenia. 


Sc—schizoid traits. 
Hs—hypochondriasis. 
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The sum of the scores constituted the 1 
score, which is the total score, indicative of 
the degree of emotional maladjustment. The 
Mf scale as in the Minnesota Test was not 
a test for sexual trends, but merely for the 
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The state s were mimeographed in the 
order outlined in the form of a true and false 
test. A marker was made of discarded x-ray 
fils 1 which holes were punched to corre- 


pond to statements opposite to the majority 


determination of masculine and feminine in- trend. Thus all circled T’s or F’s which 
terests. For females, the score was deter- corresponded to a hole in the marker were 
mined by subtracting the score attained on  red-penciled and a « of these dots gave 
the Mf scale from ten. the T score 

Even after this careful selection of the one The test subjects were drawn chiefly from 
hundred statements submitted toa test group, personnel of the Pocatello Army Air Field, 
seventeen statements failed to indicate a defi- tl ‘ocatello Naval Munitions Plant, and 
nite trend in any direction. For example: idents of the University of Idaho. These 
the lie statement, “If I could sneak into a epre ted a cross section of population 
movie without paying, I would do so” was from all geographical locations of the United 
checked to be true by 426 persons and false States, both urban and rural; most educa- 
by 574 persons. Statements of this type tional levels; a variety of occupations; and 
were dropped and replaced by others devised varied social and ec ic backgrounds. For 
by the author. After fifty were submitted in distribution of the group, see Table 1. 

TABLE 1 
DISTRIBUTION OF PERSONNEL TESTED 
Normal male VP 
Bomb group air and ground crews...| 640 | College stud 53 | A General Hospital 47 
Marine soldiers and Navy officers...| 86 | Officers’ wive 33 | \ Hospita 45 
ee ae 63 | Nur \ \ eld Hospital 8 
Medical Corps soldiers and officers...| 54 | Civilian: ( 10 


a test to 100 students at the University of 
Idaho (with the cooperation of Professor 
Oscar Kaplan, head of the department of 
psychology ), the most specific ones indicating 
a definite trend were chosen. 

The statements were arranged in numeri- 
cal order, so that each first, eleventh, twenty- 
first, etc., belonged to the validity score; 
each second, twelfth, twenty-second, etc., 
represented the lie score; each third, thir- 
teenth, twenty-third, etc., the depression 
scale, etc., for the rest of the test. Each 
statement could thus be identified at a glance 
by its last digit for ease in plotting the 
profile. The validity and lie scores were in- 
cluded in the total score, since they in them- 
selves indicated trends in personality. The 
(?) scale, which was part of the validating 
scales in the original Minnesota Test, was 
dropped, since it was found that it merely 
encouraged indecision and hedging without 
adding any worthwhile information. 


hundred knovy 


One vn neuropsychiatric 
cases were also subjected to the test. These 
were chiefly patients of the Gardiner General 
Hospital at Chicago, Veterans Administra- 
tion Facility at Lexington, Kentucky, and 
some from our own service at Pocatello. 


The diagnostic distribution is shown in 
Table 2. 

\fter we became acquainted with the Cor- 
nell Test the courtesy of the 
authors who kindly sent us copies), we felt 
that the ten questions would give 
additional valuable information, with almost 
no increase in writing and scoring time. We 
therefore incorporated these in our test given 
to the neuropsychiatric group. We substi- 
tuted, lent pertaining to 
sexual psychopathy for one of the two “stop” 
statements in the original Cornell Test per- 
taining to alcoholism. We had no oppor- 
tunity to the questions on the 
normal group, inasmuch as the bulk of it 


(through 


"ete yp” 


+ 


however, a _ staten 


” 
stop 


try 


— 


19 


Scl 

| 

In 
Wi 
Wi 

Al 

Ur 

3 
6 

9 
I2 

' 15 

18 

2I 

24 

as 

30 

33 

30 

39 

42 

45 

45 

5I 

54 

OF 

60 

63 

66 

69 

72 
75 

76 


[ July 


din the 
nd false 
d x-ray 
» corre- 
na jority 
; which 
were 
gave 


er 


Ay from 
r Field, 
int, and 
These 
pulation 
United 
educa- 
ns; and 
ids. For 
I. 


ychiatric 
These 
General 
ninistra- 
‘ky, and 
ocatello. 
iown in 


the Cor- 
of the 
, we felt 
uld give 
h almost 
me. We 
est given 
e substi- 
ining to 
Ze) “stop” 
Test per- 
) Oppor- 
; on the 
ilk of it 


1946] 


HARRY GRANT 


35 


TABLE 2 
DIAGNOSTIC DISTRIBUTION OF NP CASES 


Psychoses Psychoneuroses Psychopathies Miscellaneous 
| 
Schizophrenia 
Paranoid 15 | Anxiety state..... 8 | Inadequate Postconcussion 
personality....] 3 syndrome...... 
Hebephrenic | 4 | Mixed 4 | Homosexuality...| 4 | Skull fracture 
I 
Simple........... 4 | Hysteria 4 | Emotional 
instability.....] 1 
: 3 | Reactive depression..| 3 | Withalcoholism..| 1 | General paresis...} 1 
Catatonic....... 1 | Combat reaction....} 3 | Unclassified..... 5 | Multiple sclerosis I 
Unclassified... . 1 | Neurasthenia... I Simple adult 
Manic-depressive Hypochondriasis....| I maladjustment..} 2 
Depressed........ 4 | Unclassified I Mental deficiency I 
Manic...... 2 Undiagnosed..... 9 
Involutional 
melancholia... I 
With constitutional 
psychopathic state | 3 
With epilepsy. . | 2 
Alcoholic.......... | J 
Unclassified. .... 2 | 
} | 
Total. 43 25 | 14 | 18 
TABLE 3 
T Scores OF NORMAL MALES, NORMAL FEMALES, AND NP MALEs 
M = Median Group 
Normal male Normal female NP male 
Oto 2. me) me) 
65 .O 2 2 
Sa: 155 17.4 8 7.3 3 3 
Gig 2S 196 22.0 17 15.6 2 2 
18 “‘ 20 149 M 16.7 | 30M 27.5 2 2 
21 23. 115 12.9 18 16.5 7 7 
2 ere 83 9.3 16 14.6 II II 
ae 43 4.8 II 10.1 10 10 
12 5 4.6 11M II 
14 1.6 re) 0.0 10 10 
5 0.5 0.0 4 4 
6 0.6 oO 0.0 5 5 
0.0 0.0 5 5 
0.0 0.0 I I 
I O.1 0.0 re) 
891 99.8 | 109 99.9 100 100.0 
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had already departed for overseas duty. Not ndard deviation of 7 as for the male group, 
did we have occasion to subject female neu nd thus the normal range for women could 
ropsychiatric cases to the test. ssumed to be from 13 to 27. The neu- 
ropsychiatric group had considerably higher 
ANALYSIS OF DATA 1: F = 
ores, the median average being 34 with lin 
Credit is due to the enlisted men of th 1 standard deviation of 13. The T scores 
medical detachment of the Pocatello Army of all three groups are shown in Table 3 and 
Air Field for a great deal of the tedious raphically illustrated in Fig. 1. Inasmuch 
work required in the scoring of the test as the standard deviation would include 
SCORE 
| | | 
| | 2 
| 
| 
| | — = NORMAL MALE 
| = NP MALE 
| } : | | 
| | 
| 
40 |— + + 
| | | j | 
| / I 
30 M=34. STANDARD DE /SVIATION=13. RANGE =2! TO 47 = 
| | 3 
| 4 
6 
jp STANDARD DEVIATION = 7. RANGE =13 TO 27 9 
10 
Py | | 
| 
20 30 40 SO 60 70 80 90 100% DISTRIBUTION 
O 
Fic. 1.—Distribution of T scores in nor normal females, 1 NP males I 
2 
papers and assistance in tabulating the data ; ibout two-thirds of the normal group and 4 
and to Benjamin Greenstein, research analyst twice the standard deviation, 95 percent of 5 
of the Illinois State Employment Service, the group, it can be umed that for males > 
for aid in statistical analysis. 1 score below 25 would be within the nor- 8 
An analysis of the T scores attained by mal range; between : nd 32 probably bor- Bs 
the normal male group showed a median’ derline or mild emotional maladjustment; 
average of 18, and the standard deviation was and over 32 indicative of definite psycho- 


computed to be 7. Thus the normal range pathology. In females the range would be 
could be assumed to be from 11 to 25. The two points higher. 
normal female group scored slightly higher, [he median averages of each of the scales 


showing a median average of 20, the same were also compared and are shown in Table 4 
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TABLE 4 
PROFILE SCORES OF NORMAL MALES, NORMAL FEMALES, AND NP MALEs 
F = Validity Scale. L=Lie Scale. D = Depression. Hy = Hysteria. Pd = Psychopathic Deviate. Mf = Mascu- 
linity-Femininity. Pa=Paranoid Trend. Pt=Psychasthenia. Sc=Schizoid Traits. Hs = Hypochondriasis. 
M = Median Group. 


NORMAL MALE-——NO. OF PERSONS 


— F L D Hy Pd Mi Pa | Pt | Se | Hs 
oO 323 M 80 131 160 45 50 27 124 | 301 194 
I 262 227 227 291 M!|_ 145 181 162. | 187 | 269M; 296M 
2 72 227M| 240M| 236 227 299 M| 226 | 206 M| 154 205 
3 22 175 150 126 245M; 218 235M, 132 | #100 120 
4 8 85 86 49 130 89 139 | 98 | 40 47 
5 2 55 36 13 69 33 69 | 67 | 18 17 
6 fe) 27 15 10 28 14 20 «(| 50 | 4 6 
7 11 5 4 4 12 | 2 3 
8 O 4 I I I I 6 9 I . 
9 2 oO re) I I 2 oO 6 | I oO 
10 Oo Oo Oo Oo Oo Oo I Oo 
Total | 891 891 891 891 89gI 89gI 891 | 891 
NORMAL FEMALE—NO. OF PERSONS 
— L D Hy Pd Mf | Pa Pt Sc | Hs 
re) 72M 13 II 9 23 I 12 5 | 3I 10 
I 30 33 17 37 32 M 5 28 10 34 M 33 
2 6 39 M 36 M 21M 29 16 34M| 21 | 2i 31 M 
3 I 13 2 36 14 27 21 | 20 M} 13 18 
4 oO 5 12 12 8 29 M 9 | 16 | 8 14 
5 ) 4 6 3 2 15 4 | 22 2 2 
6 oO 2 3 I I I2 I 13 oO I 
7 oO Oo 4 2 | 
8 oO oO oO oO oO 
9 oO ra) re) oO Oo | re) Oo 
10 oO oO oO oO oO oO oO 
lotal 109 109 109 109 | 109 | 109 109 | 109 | 109 109 
NP MALE—NO. OF PERSONS 
—_ F | L D Hy | Pd Mt | Pa | Pt | Se | Hs 
II 2 2 4 I 3 10 | 13 
I 27M 21 5 7 8 4 10 a | 13 
2 29 16 | 9 9 22 2 17 9 16 M 17 
3 9 19 M 18 18 26 M 28 M 18 | 14 17 13M 
4 6 12 20 M 25M 13 rs] 20 M| 13M 14 | 12 
5 4 8 13 15 8 im | 14 | 12 4 | 10 
6 2 5 16 8 10 II 5 10 8 9 
| 
7 6 7 12 3 3 9 6 
8 re) I 7 3 I 2 Oo 6 
9 oO O 2 I 3 I I 6 I I 
10 Oo I I Oo oO I 3 I oO 
Total. 100 | 100 100 100 | 100 | 100 | 100 | 100 100 | 100 
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and graphically illustrated in Fig. 2. In 
general, the scores of the normal male and 
female groups seem to run parallel, except 
for a few variations. Men showed a some- 
what greater tendency to psychopathic de- 
viation and paranoid trends, while women 
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ropsychiatric cases, in spite of the ap- 
weeding out proc before debarka- 

It is ible 1 large proportion 

of breakd ove s came from this 
ip. How oul nal group was 


d chiefly for the purpose of standardiza- 


scored higher in hysteria, psychasthenia and 1 of « t rath for the deter- 
hypochondriasis. They also scored higher i01 we 
than men in the Mf scale, indicating that Of the 100 ne cases, 85 per- 
women show greater inclination toward mas- were screened by s of the “stop’ 
culine interests than do men toward women’s ti lone he remarkable 
interests. lue of these questions. Inasmuch as the 

The scores of the neuropsychiatric group | | » ol l tl degree of 
exceeded those of the normal group in every reening with their whole tests, it casts 
scale except the Pd scale. Thus this test doubt of the value of the rest of their 
serves to detect potential neuropsychiatric test. Seventy-five percent were screened by 
SCORE 

30 T= TOTAL SCORE. F=VALIDITY SCALE. L=LIE SCALE. 
D=DEPRESSION. Hy=HYSTERIA. Pd =PSYCHOPATHIC DEVIATE. 
25 Mf=MASCULINITY -FEMININITY. Pa=PARANOID TREND 
Pt =PSYCHOSTHENIA. Sc =SCHIZOID TRAITS. Hs =HYPOCHONDRIASIS 

20 mace. remace.=NP MALE | 
15 

10 - 

‘ Ft Hy Pd Mf Pa Pt Se Hs 

! normal mal normal females 1 NP males. 


Fic. 2—Median average T scores, and profile s 


cases by means of the T score and the per- 
sonality profile scales. 

A check of the normal group, based on the 
first fifty questions only and doubling the 
score, showed similar T scores and profile 
patterns, the median variation being about 
three points from the complete test. Thus 
when time is at a premium, a rough approxi- 
mation can be obtained by employing 
half of the test. This, however, is not 
erally recommended, inasmuch as the 
time of testing is not too excessive. 

Of the presumably normal sample of 
cases, 75 percent had normal T scores. No 
“stop” questions were employed in this 
group. A follow-up could not be made on 
the remaining 25 percent since the bulk of 
the personnel tested had departed for over- 
seas duty. One cannot say how many of 
these were neuropsychiatric or potential 
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our percent of the remainder having low TJ 


scores and no ré t stop’ questions 
1 significant pathological profile patterns. 
nal 4] neuropsychi- 
atric cases could be detected by means of 
the personality profile, and by employing the 
entire test (al five minutes scoring time), 
94 percent of neuropsychiatric cases could be 
screened. 
We ma ittempt tatistical analysis 
f the individual neuropsychiatric diagnostic 
classes, due to the small size of these groups. 
The following observations, however, are 
rnificant: of 25 psychoneurotics, 16 scored 
above median average oti F scale, 24 
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on the D scale, 23 on the Hy scale, 18 on 
the Pt scale, 16 on the Sc scale and 22 on the 
Hs scale. This indicates a marked tendency 
on the part of psychoneurotics to depression, 
hysteria and hypochondriasis and a moder- 
ate tendency toward psychasthenia and schiz- 
oid trends. Of 43 psychotics, 34 scored above 
median average on the F scale, 28 on the L 
scale, 35 on the D scale, 4o on the Hy, 30 
on the Pt, 30 on the Sc and 32 on the Hs, 
thus showing a marked tendency to hysteria 
and depression and a considerable lean- 
ing toward hypochondriasis, psychasthenia, 
schizophrenia and confabulation. Of 15 par- 
anoid schizophrenics, 13 scored above median 
average on the Pa scale. Of 14 psychopaths, 
g scored above median average on the Pd 
scale. All 4 cases diagnosed hysteria scored 
high on the Hy scale. Of the 4 depressed 
manic-depressive psychotics and 3 reactive 
depressions, 6 scored above median average 
on the D scale. All depressed manic-depres- 
sive cases scored high above median average 
on the D scale. 

As a general observation, although no ac- 
tual timing has been attempted, normal sub- 
jects completed the test in about fifteen min- 
utes. Psychoneurotics took more time and 
psychotics considerably longer, even as much 
as one hour. This is probably due to block- 
ing and psychasthenic trends in the former 
and preoccupation and retardation in the 
latter. Many erasures and write-ins also were 
presumptive of neuropsychiatric conditions. 


CoMMENT 


That every neuropsychiatric casualty dis- 
charged from service costs the government 
$30,000 has become a trite statement ; never- 
theless, it is a sad fact. More important is 
the morbidity and loss of productivity of 
potential neuropsychiatric cases who in the 
civilian niche they had carved out for them- 
selves, might have been useful and com- 
paratively contented citizens; some might 
even have achieved success in their chosen 
fields in spite, or because, of their idiosyn- 
crasies. Thus every neuropsychiatric case 
screened prior to induction represents an 
asset. Of course, in spite of careful selection, 
the most hardened and best adjusted soldiers 
will break down under the stress of combat, 


and the greater of ferocity of battle the 
greater will be the number of psychiatric 
cases. However, the recuperative powers of 
this group are definitely greater than in men 
having a previous background of maladjust- 
ment. On the other hand, some men with 
known neuropathic traits have been found 
to withstand the strain better than those 
who had never displayed emotional weakness. 
These facts, however, are no mcre an argu- 
ment against attempts at screening than is an 
expected degree of mortality in post-opera- 
tive carcinoma a cause for abandoning sur- 
gery in early malignancy. Had we abandoned 
selection altogether, our number of casualties 
would be infinitely greater than it is at 
present. 

It is quite probable that borderline and 
mild neuropsychiatric cases could perform 
useful non-combat duty if properly assigned, 
but more pronounced cases of emotional mal- 
adjustment have no place in a regimented 
military setup. 

Some naively wonder why we should 
choose the cream of our manpower to break 
down and die in battle. These people fail 
to realize that we choose our best men to 
kill and win, and not to be killed; and our 
chances of winning are much greater with 
our most stable men than with our “weak 
sisters.” 

The advantages of our test over the origi- 
nal Minnesota Test are obviously that ours 
takes less time and effort and it lends itself 
to group administration. Its advantages 
over the Cornell Test are that it evidently 
has somewhat greater screening power, fur- 
nishes a qualitative as well as a quantitative 
evaluation by means of the profile pattern, 
and provides a check on validity. In addition 
to its use for screening before acceptance 
into military service, it may be of value in 
selection of flying personnel, pre-employ- 
ment examinations, checking progress of 
neuropsychiatric patients, and as an aid in 
differential diagnosis in some instances. The 
test should not be used to replace a psy- 
chiatric interview. 

Obviously the test is not suitable for illiter- 
ates or low grade mental defectives. To 
screen the latter, the Kent Emergency Test, 
which takes only a few minutes, is suggested. 

It would be interesting and informative to 
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try our test as well as the Cornell Test and 
the group Rorschach Test on larger, equal 
samples of normal population and known 
neuropsychiatric patients of both sexes to 
compare the merits of each. 


CONCLUSIONS 


1. A personality evaluation, based on the 
Minnesota Multiphasic Test and the Cornell 
Selectee Index, has been devised for rapidity 
and ease of administration and scoring. 

2. It gives a qualitative and quantitative 
estimate of personality maladjustment, lends 
itself to group testing, and can be adminis- 
tered and scored by personnel with secondary 
education and limited training. 

3. It has a high screening power—above 
go percent. 

4. It may be used for screening at in 
duction stations, selection of flying person 
nel, pre-employment examinations, checking 
progress of neuropsychiatric patients, and 
as an aid in differential diagnosis in some 
instances. 
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TEST FORM 


The following statements are intended to indicate 


your interest and attitudes. This is not an intel 
ligence test, and there are no right and wrong 
answers. 

Draw a circle around “T” if the corresponding 
statement is true and around “F” if it is false. If 
you are not sure, guess. 


1. T F My neck spots with red often. 

2. T F [like to be praised by my superiors. 

3. T F I enjoy many different kinds of play 
and recreation, 

4. T F I have never had a fainting spell. 

5. T F I have used alcohol excessively. 

6. T F _ I would like to be a nurse. 

7. T F My parents were generally reasonable 


in making me obey. 


Multiple choice 


Psychosom. Med., 5: 331-341, 
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I easily become impatient with people. 
Peculiar odors come to me at times. 


times feels 


My soul s aves my body. 

I do not always tell the truth. 

[ usually fee is worth while. 
I enjoy detective or mystery stories. 


I have very few quarrels with mem- 


bare af far 
I am interested in the latest fashions 
clot e 

I feel that I have often been punished 
W it 

I don't like t it things I am 

ive never been in love with anyone. 

I often | feelings e burning, 

[ am not lle money 

i aa eat d | 

A I itters. 

M s | that ot 

echanics magaz es 

I 1 t vy share of 
WOT 

:% et right t people say 
t ¢ 

I dislike g le about me 

I have t tomach trouble 


It does not bother me particularly to 


See eI 

Sometimes I put off until tomorrow 
what I sl Id do today 

I do not worry about catching diseases. 

Many people exaggerate their trouble 
to gain itl 

I woul her « the present than 
plan for a futur 

I 1 not interested in science. 

I have no ene who really wish to 


harm me 
Unimportant tl sometimes 
bother me for days 
Most of the time I wish I were dead. 


I am usually calm and not easily upset. 


I would rather win than lose ina game. 
Once in a while I laugh at a dirty joke. 
When in trouble I keep my mouth 
I have very few fears compared to my 
friends 
I never liked to play with dolls. 
I am sure I am being talked about. 
I get upset when I have to make a 
short trip away from home. 
l as if things were not real. 
I often feel pain in the back of my 
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sr. T 
so. 
T 
ss, T 
T 
57. T 
58. T 
so. T 
60. T 
6r. T 
62. T 
63; 
oa: 
6s. 
66. T 
67. T 
68. T 
69. T 
70, T 
73. T 
74. T 
70 
77. T 
79. T 
80. T 
82. T 
83. T 


I can sleep during the day but not at 
night. 

Sometimes when I am not feeling well 
I am cross. 

am easily awakened by noise. 

My eyesight is as good as it has been 
for years. 

There is very little love and com- 
panionship in my family. 

I like adventure stories better than 
romantic stories. 

I think I feel more intensely than most 
people do. 

I must stop and think before doing 
even simple tasks. 

Many of my dreams are about sex 
matters. 


HARRY GRANT 4I 
84. T F My conduct is controlled by the cus- 
toms about me. 
85. T F I have not lived the right kind of life. 
86. T F I like to cook. 
87. T F Someone has control over my mind. 
88. T F Bad words come to my mind and I 
can’t get rid of them. 
89. T F Sometimes I enjoy hurting people I 
love. 

go. T F I enjoy social gatherings just to be 
with people. 

o1. T EF Some persons try to steal my thoughts 
and ideas. 

2. T F Attimes I envy successful people. 

93. T F I work under a great deal of tension. 

94. T F The sight of blood neither frightens 


I have no difficulty in holding or mov- 
ing my bowels. 


A minister can cure disease by putting 
his hand on your head. 
am not always prompt. 
go to church almost every week. 
My sleep is fitful and disturbed. 
have been quite independent and free 
from family rule. 
would like to be a florist. 
“vil spirits never possess me. 
often cross the street to avoid some- 
one I see. 
get all the sympathy I should. 
have had no difficulty holding or 
starting my urine. 


I believe in law enforcement. 
Once in a while I 
promise. 

Criticism or scolding hurts me terribly. 
My home life is as pleasant as that of 
most people. 

| liked school. 

I like poetry. 

I don’t believe 
against me. 

I have a habit of counting unimportant 
things. 

I hear strange things when I am alone. 

I have had several operations which 
did not benefit me. 


have broken a 


anyone is plotting 


Sometimes I feel I must injure myself 
or someone else. 

I gossip a little at times. 

When I leave home I do not worry if 
I locked the door. 


nor makes me sick. 


95. F Lust for pleasure often gets me into 
trouble. 

96 F I often wish I were born of opposite 
sex. 


I am on my guard with people who 
are too friendly. 

F I do not dread going into a room 
where people have gathered. 


99. T F At times I have enjoyed being hurt by 
someone I loved. 
100. T F I cannot do anything well. 


never had a fit or convulsion. 

am not a bed wetter. 

use dope regularly. 

was never a patient in a mental 
hospital. 


105. T F I have been arrested or lost my job 
because of drinking. 
106. T F Iama sleep walker. 

107. T F I never had a nervous breakdown. 
108. T F I suffer badly from frequent loose 
bowel movements. 

109. T F I have gotten into trouble for a sex 

offense. 
i10. T F I have been arrested more than three 
times. 
Name Age Education Rank 
Married Civilian occupation Duty Assignment 
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PSYCHOSOMATIC DERMATOLOGICAL SYNDROMES IN 
MILITARY SERVICE 


OBSERVATION OF I WENTY-SIX CASES 


DANIEL J. SULLIVAN, Lr. Co ., M. 


Mayor, M.C., 


The functional background of certain der- 
matoses has been well established in the past. 
Experience with these cases in the Army 
demonstrates clearly the importance of situa 
tional and environmental stress as etiological 
factors in precipitating original attacks or 
recurrences in predisposed individuals. 

The functional dermatoses included in this 
study are disseminated neurodermatitis, urti- 
caria of psychogenic origin, localized and 
generalized pruritus of functional origin, and 
hyperhidrosis. In each case, the so-called 
organic etiological factors were excluded by 
complete allergy study (scratch tests, patch 
tests, and elimination diet) ; search for pos- 
sible foci of infection (teeth, tonsils, sinuses) ; 
general physical examination including uri 
nalysis, complete blood count, serology, chest 
x-ray and any additional procedures that 
might have been appropriate in specific cases, 
such as proctoscopic examination in cases of 
pruritus ani, etc. We agree with Becker(1) 
that these skin conditions are psychosomatic 
phenomena exactly similar to psychosomatic 
symptoms occurring in any other organ- 
group, 1.¢., gastro-intestinal tract, cardiore- 
spiratory apparatus, etc. The “organ selec- 
tion” in any particular case of any psychoso- 
matic syndrome is often difficult to evaluate, 
but the fact that the etiology of a certain 
case is primarily psychogenic is often rela- 
tively easy to deiect. 

Disseminated neurodermatitis (atopic der- 
matitis) of adults manifests itself in the form 
of erythematous diffuse pruritic macular and 
papular areas of dermatitis appearing on the 
face, neck and flexor areas of the body 
chiefly, but may appear in any other areas 
or be generalized in the acute or subacute 
stages. In the more chronic cases, licheni- 
fication with pigmentation often occurs. This 
condition has been found to occur chiefly in 
individuals with psychoneurotic tendencies 
or frank psychoneurosis ; psychiatric evalua- 
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of Ou! cases shy VS this to be true. 
Be cke r | ee Van 
1), Stokes(5), Green- 


Urticaria of psychogenic origin appears 
li luals in adverse en- 
form of wheal- 


1° 


lesions localized or generalized in char- 


( ( S associated with 
ti lema. In such individuals, 
’ ent t ble situational 


may cause an abrupt outbreak of 


W few minutes (see 

( All urtic cases in this study 
developed multiple wheal-like lesions of local- 
ized or generalized distribution when the 
etiological functional factors were brought 
play either accidentally or deliberately. 

Stol Kulchar and Pillsbury(7), Men- 
( 1 Ke 8), Hopkins, Kesten and 


el(g), Fink and Gay(1o), Oberndorf 
localized dis- 
rganic or functional 
origin Che functional cases, once the 


etiol een so determined, are difficult 
to cure ise they are usually of the ob- 
sessive-compulsive personality type, rigid, 
( the defensive, not readily amenable to 

tion and reassurance, and usually 
require prolonged {| hiatric treatment. 
Hailey and Hailey(12), Becker(1), Stokes 


id partic of hands and 

feet. has | ng been consi lered due to an 
itonomic nervous system imbalance result- 
ing from an anxiety-tension state. Disre- 


garding the other dermatoses of psychogenic 

lrosis was often a 

symptom, we have seen a number of cases 

of hyperhidrosis sent in for study of the 

autonomic nervous system. Careful exami- 

nation of the sympathetic nervous system re- 


vealed no gross abnormalities; but psychi- 
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atric examination brought to light the under- 
lying anxiety state which is the characteristic 
finding in most of these cases (see case I2). 


DISCUSSION 
The four conditions (neurodermatitis, 
irticaria, pruritus and hyperhidrosis) as 
described above might be termed psychoso- 
matic dermatological syndromes. It is prob- 
able that those cases of neurodermatitis be- 
ginning in infancy or in childhood are reflex 
symptom-complexes which originally started 
as allergic phenomena but later became non- 
specific and would be set off by psychogenic 
unrest. We know that other allergic syn- 
dromes, such as asthma, originally are spe- 
cific in that they occur in response to the 
specific allergen but later the attacks often 
occur from emotional factors. Hyperhidrosis 
is one of the commonest symptoms of anxiety 
states. We know that any one of the usual 
symptoms of an anxiety-tension state may 
be predominant in a certain individual pa- 
tient; one patient may show chiefly tremu- 
another, another, 
and another, hyperhidrosis of 
axillae or hands or both (see case 13). Urti- 
caria of psychogenic origin is a reflex symp- 
tom-complex similar to neurodermatitis. In 
some cases, the original attacks of urticaria 
had been on an allergic basis but subse- 
quent attacks have been shown to be purely 
psychogenic. 


lousness : restlessness : 


tachycardia ; 


Others have shown that the psychogenic 
factors which cause the psychosomatic der- 
matological syndromes occur in civilian life 
and more commonly in certain personality 
types, and skin symptoms appear when they 
are placed in stressful environmental situa- 
tions. It is our opinion that the cases de- 
scribed above are on a similar basis except 
for the difference in environment peculiar 
to military service. It is our feeling that 
military environment is even more prone to 
initiate or aggravate psychosomatic dermato- 
logical conditions (neurodermatitis, urticaria, 
pruritus, hyperhidrosis). Our cases show 
very clearly that with a definite history or 
the actual presence of these conditions before 
induction there is a high probability that 
disabling flare-ups or aggravation will occur 
in military service. For this reason we would 
recommend that the psychosomatic dermato- 
logical syndromes be considered unsuitable 


for military service, and such persons should 
not be inducted. 

Environmental stress in military service 
is in general much more severe than in civil- 
ian life. One of the most difficult situations 
is that of being subject to authority, which 
means that there is little possibility of show- 
ing resentment or refusing to carry out or- 
ders, since insubordination is not tolerated 
in military service. In civilian life, it is often 
possible to express resentment directly to a 
superior or refuse to carry out his orders. 
If this occurs, the most that can happen is 
that the individual may be dismissed from 
his position or he may quit. In the Army 
however, he faces severe punishment. There- 
fore this resentment is suppressed under the 
surface for a while and then the aggression 
“breaks out” either in an episode of unusual 
behavior or symbolically in a psychosomatic 
dermatological syndrome. Another disturb- 
ing environmental situation peculiar to mili- 
tary service is the assignment of a man to 
work that he dislikes. In civilian life he 
can choose his work freely but in military 
service it is obvious that military necessity 
comes before personal desire, and in many 
cases the man is assigned to a job he dis- 
likes or actually detests. In such a situation 
it is an effort for him to produce a good 
quality of work, and often the hours are 
long and the circumstances and physical 
environment of the job are unpleasant. This 
situation occurred in many of our cases, 
particularly those who were initially in the 
Army Specialized Training Program, doing 
college work in subjects of their choice and 
for which they had aptitude, and then were 
transferred to ordinary field duty; subse- 
quently, they developed increasing resent- 
ment and frustration which ultimately spilled 
over into the psychosomatic dermatological 
syndromes. Occasionally we saw cases who 
after a period of combat and being wounded 
developed a psychosomatic dermatological 
syndrome which was an unconscious de- 
fense mechanism against leaving the security 
of a hospital to return to combat duty. Neu- 
ropsychiatric predisposition was a common 
finding. The large majority of our patients 
showed frank neurotic traits in childhood 
or psychogenic skin manifestations for years 
before military service. 
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CASE HISTORIES 


I 2 3 | 4 5 ( - 
Length Precipitating situational | Der t ( 
Age of | factors in (a) civilian | Psychiatric diag g ind ( ents 
service and/or (b) military life | liag dis] 
CASI 
| 
32 | 2 1/12 | (a) Skin symptoms began | Anxiety _ state é t Severe g standing 
| age 20, shortly after as- manifested t symp 
| suming responsibility of l unsui 
supporting family of 3 id ge ary 
| siblings upon death of 1a severe e 
| father. Extreme marital curring on r 
| maladjustment both sex- mestic duty 
ual and temperamental. predisposed indivy 
Divorce after 3 years. LD: No, EPTS 
CASI 
| 

22 | 1 9/12 | (a) Chronic recurrent ec- |Anxiety state, moderate t Improve t made a very consci 
zema since infancy. (b) manifested by te ed dut ent vard master in 
Signed up for ASTP in insecurity, ne g il hospital. Un 
psychology but was as titis; occurring gene ! t e has recur 
signed to engineering. tine domestic dut é rence f lesions, still 

Found mathematics very severely predisy but less fre 
difficult. Skin lesions dividual. LI N 
worse under tension or EPTS 
| stress. 
33 | 0 7/12 | (a) First skin lesions oc- | Anxiety state I i eas 
curred when discovered manifest b 
| husband was unfaithful and neurode protected enviror 
| after 10 years of married tension, headact ge i t re ie is 
life. (b) Disliked duty as curring on , 
night nurse; skin erup mestic ty 
| tion appeared a few days ately ed 
| after such an _ assign- vidual 
| ment. 
} 
26 | 0 9/12 | (a) Onset age 18 when | Anxiety state, mod t Impr i verseas 
| learned his parents had manifested by rest tor I ted t ( 
divorced when he was 2 ness, insecuri é 
| and his apparent father roderm: 
| Was actually his step- on ro 
| father. In addition, fa- service in a 
mily moved to another | predisposed 
state but patient remain- LD: No, EPTS 
| ed behind with paternal | 
| grandmother. (b) No 
} | specific situational inci- 
| | dents. 
CASE 5 
| 

20 | 1 4/12 | (a) Chronic, severe skin | Anxiety state evere Dert Ir I table for military 
eruption since infancy. manifested by ter ato] M servi could readily 
Always sensitive about neurodermatitis, marked hronic d ge have developed a schiz 
skin condition and small feelings of inferior generalized phrenic episode. 
stature. (b) No precipi- sexual immaturity 
tating incidents; dislikes schizoid trends o« 

“bad language,’’ and on routine domest 
lack of privacy in Army. in a severely predisposed 
| individual. LD N 
| EPTS. 
| | i 
CASE 6 
21 | r 0/12 | (a) Eczemaininfancy with | Anxiety state, severe, | Dermatitis Impr i Given trial of duty as 
no further skin lesions | manifested by tensior atopi Medica electroencephalograph 
until age 16; at that| restlessness, marked generalized i ze technician. Did well as 
time was having diffi- | feelings of inferiority evere long as circumstances 
culty with father who! and neurodermatitis did not require him to 
| wanted patient to be- | curring on routine do do ward work, then 
become college professor | mestic duty in a moder would have severe re- 
like father. (b) In Army, | ately predisposed ind irrences. Unsuitable 
severe recurrences when | vidual. LD: No, EPTS for military service. 
ASTP disbanded and | : 
| was given disagreeable 

assignment. 
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CASE HISTORIES—ContTINVED 


2 3 4 5 6 7 
Length Precipitating situational Dermato- | Condition 
Age rf factors in Psychiatric diagnosis logical | and Comments 
se und/or (b diagnosis | disposition 
CASE 7 
| 
nding 24 | 29/12 a) None. (b) First skin | Anxiety state, severe, | Dermatitis, | Improved. | The obsessive-compul- 
toms symptoms appeared 2 manifested by tension, atopic, | Limited | sive personality traits 
unsult weeks after assignment restlessness, neuroder- generalized, | duty. | of this patient enabled 
iry ser\ to an air traffic control matitis, and hyperten- severe. | | him to make a fairly 
tower at a training field | sion; occurring on do- | | successful adjustment 
where traffic accidents mestic duty in a severely in the Army until given 
re frequent. Patient | predisposed individual. | an unusually responsi- 
felt under strain all the} LD: Yes. ble position. 
time. Since then, has | 
had recurrent episodes | 
under unusual stress } 
lig! | | 


CASE 8 


26 | 2 4/12 a) None. (b) While over | Anxiety state, with schiz- | Dermatitis, Improved. | Acute recurrences of 
| seas was assigned as a oid features manifested atopic, Medical skin lesions whenever 
| base censor. Disliked | by tension, insecurity, generalized. discharge. ordered to do censor 
‘snoopiness” of her restlessness, impulsive | duty which was dis- 
eloped skin behavior; occurring on | | tasteful to her. 
neuroderma- | overseas noncombat | 
: ccessive oc- | duty in a moderately | 
when forced to predisposed individual. 
work which LD: Yes. 
int for her. 


CASE 9 


21 1 4/12 | Chronic eczema since in- | Anxiety state, moderate. | Dermatitis, Improved. Long standing neuroder- 
fancy. Aggravated by LD: No, EPTS. | atopic, Limited matitis which was 
emotional stress or ten- | chronic, | duty. | never disabling. A se- 
sion. Severe flare up | generalized, | | vere flare up in the 
when ASTP terminated | severe. | Army following change 
and sent to routine mili- | | in assignment. In 

overs tary service. | ASTP in engineering 
nly | and adjusted well. 
oe | | When changed to field 
e2 : | } | duty, could not accept 
routine military duty 
} which to him was un- 
| interesting and far be 
|; neath his intellectual 

| level. (1Q-137.) 

CASE 10 
21 2 6/12 | After 20 months overseas | Anxiety state, moderate. | Dermatitis, Improved. Clear cut psychosomatic 
duty as M. P. in combat LD: Yes. |} atopic, | Limited clinical picture. 
military zone with 4 months of ex- | chronic. | duty. 
i readily posure to bombing and | 
a schiz- | strafing was transferred | 


sode. to combat infantry 
school for training prior 
to duty in infantry. Dis- 
liked change and within 
1 week developed an 
acute, generalized neu- 
rodermatitis. 


CASE 11 


duty as ~ 
ialograph 19 | 1 7/12 | Eczemasince infancy with | Anxiety state, moderate. | Dermatitis, Improved. Clear cut exacerbations 
id well as exacerbations under LD: No, EPTS. atopic, Medical with emotional stress. 


imstances emotional tension. Un- | 
re him to der stress of military 
ork, then | | i 
severe re- | 
Jnsuitable 
service. 


chronic, discharge. In addition, he had 
generalized. other functional symp- 

| toms of hyperhidrosis 
and frequent flushing. 


service and separation | 
from family ties for the 
| first time in life devel- 1 
oped more frequent and | 


severe exacerbations of 
skin lesions. 


é 
7 
ital. Un. 
| } 
| 
| | | 
| | 
| 
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CASE HISTORIES—ContTINVED 


3 4 > 
| Length | Precipitating situational 
Age | of factors in (a) civilian 

| service and/or (b) military life 


38 3 yrs. | (b) Assigned as post quar- | Neurosis, situat lype I t i t psvchosomatic 
termaster to replace an moderate. LD: \ I pond 
inefficient officer. Com- i 
manding Officer resented 
him, and there was con- 
stant friction between 
them. Four months later 
was ordered to field duty 
in an assignment he dis- 
liked. One week later 
suddenly developed con- 
stant profuse sweating 
of axillae and hands. 


21 | Separation from husband | Anxiety state, sever i t tt hosomati 
} who is in the Navy and | ‘ t picture 1 h respond 
overseas a year. Friction f . 4 ed fairly well to psy 
} with mother who was t] py after f 
| spoiling her child age 8 1 

months. Home situation 

aggravated further by a 
rigid domineering step- 
father. Sudden onset of | 
generalized pruritus. | 


34 | 1 6/12 | After 4 months in combat |_Anxiety hysteria, 1 t f i reutt hosom 
area with 3 weeks of ate. LD: Yes, [ f ted menon which re 
| | actual combat, he devel t nded fairly well to 

oped trench foot and | ; therapy after 
| was hospitalized. Three t mptomatic re 
| days later, developed | ef fr routine medi- 

urticaria which then re- | 

curred whenever upset | 

by an ear, nose and 

throat treatment for 

sinusitis or was denied a | 

pass or would not get 
| mail from home, etc. 


tic 
ath 


23 | 2 6/12 | Very active military serv- | Anxiety state, severe. | Urt l [ i ( r cut psychosom 
ice (11 months combat, LD: Yes. I f Med phen Ir 
wounded twice, has pur- i i 
ple heart and cluster, 3 bet weer 
bronze stars and a presi- main it 
dential citation); was pital and feelings of 
then hospitalized for guilt that he had let 
hernia operation; a week utfit down. 
later developed  urti- 
caria. 


| 

23 | 5 2/12 | After 24 years of over- | Psychoneurosis, mixed | Urticaria and Improved Clear cut psychosomati 

seas duty was ready to type, severe. LD: \ angioneurot Sent to N. I phenomenon which re 
return to the U. S. on i Convalescent sponded fairly well to 
rotation. In the mean- f Hospital psychotherapy after 
time, developed resent- basis. routine medication 
ment against what he failed. 
felt was unfair treat- | | 
ment of soldiers. by | 
civilians and_ worried | 
about adjustment to life 
in the U. S. after being 
away so long. One week 
before embarkation for 
U. S. had first attack of 
urticaria and  angio- 
neurotic edema. 


Ig 


Age 
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Agé 


38 


CASE HISTORIES—ContTINvED 


| ‘ | 


3 5 | 6 7 
| Length | Precipitating situational Dermato- Condition 
> | of | factors in (a) civilian Psychiatric diagnosis | logical and Comments 
service and/or (b) military life } diagnosis disposition 
| 
CASE 17 
| | 
1 3/12 | One week after ASTP | Psychoneurosis, mixed | Urticaria, First improved | Clear cut psychosomatic 
discontinued and patient type, moderate. LD: | psychogenic, and sent to picture. Urticaria was 
transferred to routine Yes. | moderate. limited duty provoked experimen- 
military duty, he sud- but within tally by the psychia- 
denly developed urti- 3 weeks trist by producing emo- 
caria. relapsed. tional stress in the pa- 
| Medical tient by giving him a 
discharge. “bawling out.”’ 
CASE 18 
1 10/12} Disliked Army; frequent | Psychoneurosis, situation- | Urticaria, | Unimproved. Clear cut psychosomatic 
disagreements with non- al, severe. LD: Yes. psychogenic. | Medical phenomenon. No re- 
coms and Commanding discharge. sponse to medication; 
| Officer. Application for ; | no response to psycho- 
Officer Candidate School | therapy because of 
turned down; organiza- paranoid personality 
tion moved to P. O. E. | traits and certain other 
and 3 days before finally } psychoneurotic  char- 
alerted for overseas ship- acteristics. 
ment, he developed urti- 
caria suddenly. } 
CASE 19 
| | 
3 yrs. Total overseas duty 18 | Anxiety state, mild. LD: | Urticaria, | Improved. Clear cut psychosomatic 
months first as ward at- Yes. psychogenic. | SenttoN.P. phenomenon. One at- 
tendant in numbered | Convalescent tack after return to 
general hospital in India. | Hospital. U.S., practically at the 
Actual duties ultimately port of debarkation 
became that of inspec- and apparently due to 
tion details which he excitement of being 
disliked. Developed ur- | home. No attacks since 
ticaria and angioneu- then. 
rotic edema with some | } 
severe recurrences each | 
about 10 weeks apart; | | 
each attack would sub- | 
side after a few days 
hospitalization. 
CASE 20 
I yr Onset of urticaria ina Ha-| Anxiety state, moderate. | Urticaria, | Transferred to | A psychosomatic phe- 
| waiian- Japanese; a few Ves. psychogenic. Hawaii for nomenon which oc- 
months after induction; } | medical curred under stress of 
became severe and even- | discharge. intensive combat ex- 
tually disabling while on | | perience. Later flared 
combat duty in Italy. up in U. S. when pu- 
Some improvement in | tient was upset by 
this hospital at first. | | anti- Japanese senti- 
Flared up again because ment in this area. 
| of anti-Japanese feeling | 
in civilian communities | 
| in this area. 
CASE 21 
1 yr. | One month after reporting Anxiety state, mild. LD: Urticaria, | Unimproved. A psychosomatic phe- 
for duty at this hospital | Yes. | psychogenic. | Transferred nomenon which ap- 
she developed urticaria | to another peared to be situation- 
and angioneurotic ede- | installation al. While under obser- 
ma. Had been distressed | before dis- 


by anti-Japanese senti- 
ment in this area and 
| possibility of 
other Chinese being 
mistaken for Japanese. 


she or | 


| 
| 


vation as an outpa- 
tient, she received or- 
ders to a new post in 
an area where anti- 
Japanese sentiment 
| Was not present. It was 
| felt therefore that a 
| change in physical clas- 
sification for duty was 
not warranted at this 
time. 


position was 
completed. 


| 
led to 22 

includ 
3 
| 
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CASE HISTORIES—ContInt 


I 2 | 3 
Length Precipitating situational 
Age of factors in (a) civilian 
service and/or (b) military life 


36 29/12 Developed pruritus ani a 
few weeks after induc 
tion and it has persisted. 


38 .... | Civilian life showed mild 
anxiety and moderate 
obsessive - compulsive 
personality traits. Well 
adjusted in Army until 
assigned as post ex- 
change officer in a large 
camp. Had heavy re- 
sponsibility, long hours, 
and in charge of a large 
number of personnel. 

| Within afew months be- | 
came tense, irritable, 
and frequently angry or 
hurt by clashes with 
personnel. Then devel- 
oped psychosomatic 
symptoms of generalized 

| pruritus, band-like head- 

| aches, tight feeling in 
| epigastrium, and_ epi- 
sodes of anorexia. Final- 

| ly skin manifestations 

appeared. 


25 3 6/12 | In civilian life had asthma 
from age 6to17 at which 
time left home to go to 
college; this was an op- 
portunity to get away 
from parental overpro- 
tection as only child. For 
5 years has noticed un- | 
der emotional _ stress 
would get burning and 
itching sensations in | 
eyebrows, neck, | 
antecubital areas. of | 
arms, and ankles which | 
would go on to derma- | 
titis if tension would- | 
continue any length of | 
| time. Overseas 16 
| months, resented au- | 
| thority and being un- 
able express his 
emotional reactions. 


type, anxl 
obsessive 
features 


No, EPTS. 


Anxiety st 
sive c 
manif 


irritability 
generalized pr 
neurod 


severe, | 
curring und 
stress of dome 
in an obsessiv 
sive pers 


moderate pred 
severe impair 
Yes. 
( \SI 


Anxiety st 
by ten l 
skin lesions 
matitis, 


proved; occurring 
moderate stress 
mestic and 

duty in id, eg 


tric individua 
predisposition 
ate impairm 


Yes. 


CASE 25 


30 | 1 2/12 | No frank psychosomatic 
symptoms in civil life. 
Considerable repressed 
resentment against offi- 
cers and aothority. Six 
months ago after being 
overseas 4 months devel- 
oped tension, irritability, 
disinterest in his work, 
and hyperhidrosis. These 
gradually increased in 
severity until marked in 
character. 


Anxiety state, se 
chronic, manifested 
hyperhidrosis, t« 
restlessness, insta 
and other psych 

tic symptoms 
proved; occurring 
moderate stress 
months overseas 1 
combat duty in an « 
centric narcissistic, ir 
cure individual of i 
erate predisposition and 
marked impairment 
LD: Yes. 


rre 


| July 


with 
ips under 


stress. 


psychosomatic 
Patient had a 
iderable amount of 
sion which he 


barely able to keep 


ler control; had 


\derate episodes of 


il instability, 
utbursts and 


pressions of impa- 
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CASE HISTORIES—ConrtTINUED 


I 2 3 4 
Length Precipitating situational 

A ge ot factors in (a) civilian 
service and/or (b) military life 


Psychiatric diagnosis | logical and 


5 6 | 7 


Condition | 
| Comments 


Dermato- 


| diagnosis disposition 


CASE 26 


23 | 2 5/32 
seas in England. With 
AAF for about 3 months 
before onset of skin 
symptoms on 1 Feb 45. 
Had been unhappy, ‘“‘fed 
up with my job; all it 
needed was a_ strong 
back and a weak mind.” 
In addition, he heard 
rumors that his outfit 
was to go to the South- 
west Pacific. 


Twenty-one months over- | Anxiety state, mild, occur- | Dermatitis, 
i ring on overseas duty in atopic, 
combat in a fairly stable 
individual; mild predis- 
position; moderate im- severe. 
pairment. LD: Yes. 


Limited duty. | Clear cut psychosomatic 
clinical picture. 

chronic, 

generalized, 


KEY TO ABBREVIATIONS 
LD = Line of duty. 
EPTS = Existed prior to service. 


CONCLUSIONS 


1. Psychosomatic dermatological syn- 
dromes (neurodermatitis, psychogenic urti- 
caria, pruritus and hyperhidrosis) should 
be excluded from induction just as much 
as chronic asthma, peptic ulcer, functional 
hypertension, and chronic psychoneurosis 
whether expressed purely in psychological 
symptoms or as other psychosomatic syn- 
dromes. 

2. Psychosomatic dermatological syn- 
dromes are produced or aggravated by the 
environmental stress of military service. 

3. Predisposition is a common and impor- 
tant characteristic. 

4. In predisposed individuals faced with 
situations which are frustrating, potentially 
threatening or distasteful, an initial attack 
or new attack or aggravation of a psychoso- 
matic dermatological syndrome can be ex- 
pected. Specific examples of such situations 
are rebellion against authority, distasteful 
duty assignment, and return to combat. 

5. Prognosis is poor as far as continued 
military service is concerned, even on limited 
duty. These patients react like chronic 
asthmatics, having recurrent disabling at- 
tacks under even minimal environmental 
stress. 
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WHY 2,276 AMERICAN SOLDIERS IN THE MEDITERRANEAN 
THEATER OF OPERATION WERE ABSENT WITHOUT 
LEAVE, DESERTED, OR MISBEHAVED BEFORE 


THE ENEMY 


MORSE P. MANSON, Captain, AGD ann HARRY M. GRAYSON, Caprarxn, AGD 


Psychologists, MTOUSA Disciplinary 


INTRODUCTION 


Upon assignment to the MTOUSA Dis- 
ciplinary Training Center, the largest over 
seas installation for general prisoners in the 
United States Army, an opportunity was 
provided to the writers to carry on varied 
and extensive studies of the general prisoner. 
More than 5000 general prisoners were ex- 


TABLE I 


THE THREE LEADING MILITARY OFFENSES IN 


THE MTO 
White, Negro, Total 
% Jo % 
| 35.2 23.6 32.7 
Misbehavior ...... 14.7 3.5 12.2 
68.7 27.6 59.6 


TABLE II 


CoMBAT EXPERIENCES 


Combat Non-combat 
White, Negro, White, Negro, 
0 % 
Desertion ....... 97.0 — 3.0 - 
Misbehavior ..... 99.5 998 is 2 
All prisoners in 
DTC on 22 
offenses ...... 74.2 16.5 25.8 83.5 
White Negro 
Average combat 
time (2,123 
ot) 3.9 mo. .3 mo. 


amined by the psychological clinic, neutrally 
called the Personnel Evaluation Department. 

An earlier study, analyzing the types of 
offenses committed by 2705 general prison- 
ers showed that absence without leave, deser- 
tion, and misbehavior before the enemy were 
the three leading military offenses committed. 

The present study attempts to analyze the 
reasons behind the commission of these 
offenses. Nearly all prisoners convicted of 


50 


[raining Cent 


lesertion and misbehavior, and a large per- 
of those convicted for AWOL had 
combat troops. Much larger percent- 

of combat troops are represented in 

hese three maj litary offenses than 


ve been con- 
ad vf all “art martial 


OT all eneral l ll orenses., 


he prisoners selected for t 


is study in- 


cluded all cases involving these offenses in 
e | l « accumulated 
over a pe ve 1 ths. Several hun- 
ed pri the stockade 
the time of this study, since they had 
earned cle és 1 were restored to 
| 
pit 

TABLE III 

THREE MAjor O G EXAMINED 
W Negro Total 
No % 
AWOL . ( 14.8 1079 100.0 
Desertion ... 599 98.0 (12)* 2.0 611 100.0 
M havior.. 397 678 1& 32.2 586 100.0 
‘otals I9I5 84.1 349 15.9 2276 100.0 
AWE: ) 

In the course of a routine several hour 
psychological-psychiatric examination of each 


prisoner, a statement freely made by the 
risoner giving a résumé of his offense and 
is reasons for the commission of that of- 
fense were recorded verbatim upon the inter- 
Evalograph.” 
he statements of 2276 prisoners were 
reated statistically. 
types of reasons 


view-worksheet, the “DTC 


analyzed, classified 
hirty-five fait ly 
emerged which were condensed into five 
major categories of prisoners’ reasons or 
explanations of the precipitating factors ex- 
plaining their derelictions. The five cate- 
(a) neuropsychiatric (NP), 


gories were: 
(b) hedonistic (Hed.), (c) physical (Phys.), 
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-A MINED 
Total 
% 
100.0 
I 100.0 


100.0 


6 100.0 
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(d) military miscellaneous 


(Misc. ). 


(Mil.), (e) 


REASONS GIVEN FoR AWOL 


The military crime of AWOL, violation 
of Article of War 61, is the most frequently 
committed offense, both by white and negro 
soldiers. In peace time, AWOL is not too 
severely punished, especially if it is of short 
duration. In time of war, it frequently is pun- 
ished severely. The group of 1079 AWOL 
prisoners, 919 white prisoners and 160 negro 
prisoners has the least amount of combat 
time of the three offense groups studied. 

The three most frequent reasons, given 
by 44% of the white prisoners, were: (a) 
“I was scared.” (b) “I was drunk” (or “I 
was drinking”). (c) “My nerves gave 
The three most frequent reasons, 
given by 40% of the negro prisoners, were: 
(a) “I was drunk” (or “I was drinking’). 
(b) “I wanted to have a good time.” (c) 
“I was scared.” Table IV presents the com- 
plete list of reasons given by the prisoners. 


away.” 


For the white group, 67% gave one reason, 
27% gave two reasons, and 6% gave three 
reasons. For the negro group, 77% gave 
one reason, 21% gave two reasons, and 2% 
gave three reasons. 

Table V presents the five major categories 
of reasons given for AWOL. There are un- 
doubtedly, overlappings of many single rea- 
sons into two or more categories. For ex- 
ample, large numbers of soldiers escaped 
their neurotic conflicts by drinking, yet drink- 
ing has not been classified as a neuropsy- 
chiatric reason. Similarly, soldiers, who 
through exaggeration of physical symptoms 
attempted to justify their offenses had these 
reasons classified as physical rather than 
neuropsychiatric ; and soldiers who projected 
their inadequacies upon their officers or 
“non-coms” attempting to resolve their in- 
securities and tensions, had their claims to 
“non-com”’ trouble classified in the military 
rather than the neuropsychiatric category. 
It is only for the purpose of practical classi- 
fication that this categorization is presented. 

Statistical treatment of the differences 
existing between the percentages for the 
white and negro prisoners reveals several 
significant statistical differences. Since the 


white soldier, as a group, was subjected to 
greater periods of combat stress than was 
the negro soldier, as a group, it could be 
assumed, a priori, that the white soldier 
would reveal more psychiatric complaints. 
This appears to be so. The standard error 
of the difference between the two percent- 
ages was found to be 6.6, indicating a sig- 
nificantly greater degree of recognition of 
psychiatric conditions on the part of the 
white prisoner than was shown by the negro 
prisoner. 

Another significant standard error of the 
difference between two percentages, 3.1, was 
found for military reasons. This may indi- 
cate that the negro prisoner tends to project 
his inadequacies or deficiencies upon the 
Army to a markedly greater extent than does 
the white prisoner. Empirical observations 
indicate that deep and strong currents of 
resentment exist on the part of the negro 
prisoner toward the Army. 

The standard error of the difference be- 
tween two percentages for hedenistic rea- 
sons, 1.2, indicates a slightly stronger trend 
upon the part of the negro prisoner to go 
AWOL for purposes of seeking pleasure 
than exists in the white prisoner. 


REASONS GIVEN FOR DESERTION 


The military crime of desertion, violation 
of Article of War 58, is one of the most 
serious a soldier can commit. One charged 
with desertion faces a General Court Martial 
and if found guilty will receive a lengthy 
sentence. A group of 611 deserters, 599 
white and I2 negro, were examined. The 
negro cases were eliminated from this study. 
In the white group, 97% had been combat 
soldiers. 

The three most common reasons, given by 
55% of the group, were: (a) “My nerves 
gave way.” (b) “I was scared.” (c) “I 
couldn’t take the shelling.” The largest per- 
centage of reasons given is clearly of a neu- 
ropsychiatric nature. Approximately 60% 
gave one reason, 33% gave two, and 7% 
gave three reasons. 

Neuropsychiatric factors play an exceed- 
ingly important role in the prisoners’ at- 
tempt to analyze, rationalize or present their 
reasons for their desertions. It is interesting 
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to note that a remarkably small percentage 
of reasons given are attached to the mili- 
tary setting. One accustomed to hearing 
soldiers ‘bitch’? about the Army would as- 
sume that the military services were grossly 
mismanaged and under moronic leadership. 
Still, only one deserter out of 599 complained 
of inadequate training; only one complained 
of insufficient food; only one complained of 
mistreatment; and all together only 5.3% 
blamed the Army for their desertions. 


TABLE V 
FivE Major CATEGORIES OF REASONS FoR AWOL 
White. Negro, 
% % Tp: p2D/op, 
1. Neuro- 
psychiatric 47g 16 235 33 37 68 
2. Hedonistic .... 28.5 4.7 35.8 3.8 60 1.2 
3. Military ....... 0.9 3.1 24.0 34 46 3.1 
5. Miscellaneous .. 4.2 20 48 22 29 2 
TABLE VI 


Five Mayor CATEGORIES OF REASONS FOR 
DESERTION 

White, 

% 

1. Neuropsychiatric .......... 71.8 3.2 
5. Miscellaneuos ............. 3.3 23 


REASONS GIVEN FoR MISBEHAVIOR BEFORE 


THE ENEMY 


Misbehavior before the enemy, violation 
of Article of War 75, is an extremely seri- 
ous military crime, heavily punished by a 
general court martial. It is committed in 
nearly all cases by combat soldiers. This 
study included 586 cases, 397 white and 189 
negro prisoners. Approximately 63% of the 
white group gave one reason, 30% gave two, 
and 7% gave three. In the negro group 70% 
gave one reason, 27% gave two, and 3% 
gave three. 

The three leading reasons, given by 62% 
of the white prisoners, were: (a) “I was 


scared.” (b) “My nerves gave way.” (c) “I 
couldn’t take the shelling.”” The three chief 
reasons, given by 57% of the negro prison- 
ers, were: (a) “I was scared.” (b) “My 
nerves gave way.” (c) “I was sick.” The 
five major categories were as shown in 
Table VII. 

Neuropsychiatric reasons clearly predomi- 
nate in the prisoners’ attempts to recognize 
or evaluate their reasons for their misbe- 
havior. Despite the fact that both white and 
negro groups are nearly all combat soldiers, 
there is a statistically significant standard 
error of the difference between two per- 
centages of 3.0, indicating that white prison- 
ers have considerably more psychiatric com- 


TABLE VII 


Five Major CATEGORIES OF REASONS FOR 
MISBEHAVIOR BEFORE THE ENEMY 


White Negro, 

1. Neuro- 
psychiatric .. 79.3 2.0 67.4 3.4 4.0 3.0 

2 PHYSICA 10.8 4.9 156 26 5.5 
3. Hedonistic .... 5.5 36 60 54 65 .I 
4. 29 27 36 43 $4 
5. Miscellaneous .. 1.2 1.7. 7.2 19 19 3.1 


plaints that negro prisoners. This may be 
interpreted in many ways. It may mean that 
the white soldier is under greater tensions 
in the combat zones thus developing more 
anxieties and feelings of insecurity, than 
does the negro soldier; or it may mean that 
the white soldier, if all conditions were equal, 
is more prone to psychiatric disturbances 
than is the negro soldier. It is possible that 
the white prisoner is more aware of the social 
acceptance of psychiatric complaints than 
is the negro prisoner, and thereby empha- 
sizes these complaints to a greater degree 
than does the negro prisoner. 

Another significant difference, 3.1, appears 
for miscellaneous reasons. The negro pris- 
oner offers considerably more miscellaneous 
reasons to explain his misbehavior than does 
the white prisoner. 


TABLE VIII 


RECAPITULATION OF THE FIVE CATEGORIES OF REASONS 


NP Hed. Phys. Mil. Misc. 
White, Negro, “White, Negro, ‘White, Negro. White Negro, White, Negro, 
: % % Fe % Jo % Fe 
47.9 23.5 28.5 35.8 9.3 11.9 9.9 24.0 4.2 4.8 
71.8 9.3 —- 10.3 5.3 3.3 
Misbehavior ......... 79.3 67.4 5.5 6.0 10.8 15.6 2.9 3.6 1.2 7.2 
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RESIDUALS OF COMBAT INDUCED ANXIETY * 
CHARLES O. STURDEVANT, Major, M.C., A.U.S. 


It is inevitable that demobilization will 
release from military service a number of 
veterans still experiencing residuals of com- 
bat induced anxiety. Veterans clinics, civil- 
ian psychiatrists and physicians generally 
are seeing these men now. Some may need 
prolonged care; many, possessing a more 
stable personality structure, will need little 
more than an opportunity for insight and 
psychological re-orientation in peacetime and 
civilian pursuits. In the neuropsychiatric 
section of a general hospital serving a large 
metropolitan area we have had an oppor- 
tunity to observe and treat a number of pa- 
tients near to separation from the service 
who we believe present problems common in 
veterans clinics today. Some were admitted 
from pass or furlough because of acute emo- 
tional disturbances while others were re- 
ferred from the medical and surgical services 
within the hospital. A significant number 
of these patients gave no history of neurotic 
determinants before they were overwhelmed 
by excessive and harrowing combat ex- 
perience. A greater number dated the onset 
of symptoms to days or months following 
evacuation from the battle zone although 
their disorder was similar, though less in- 
tense, to that usually designated as “‘com- 
bat exhaustion” in the forward areas. It is 
this group of relatively stable, mature and 
well adjusted individuals whom we have 
designated as suffering from residual anxiety 
reactions for the purpose of emphasizing 
their specific therapeutic needs and good 
prognosis as contrasted to the more classical 
types of psychoneurosis. 

In general, the residual anxiety reaction 
showed many similarities to the usual types 
of neurotic illness but they differed, as Gold- 
stein(1) pointed out, in that no fixation of 
symptoms or fundamental personality change 
had taken place at this hospital level. They 
seemed no more established than “combat 
exhaustion” which the commission of civilian 
psychiatrists(2), reviewing the psychiatric 
1 From 


Gardiner General Hospital, Chicago, 
Illinois. 


policy in the European theater, reported did 
not correspond to any recognized or estab- 
lished psychiatric syndrome. The differences 
were apparent in a comparative study of 36 
residual anxiety states and an equal number 
of individuals presenting symptoms of psy- 
choneuroses whose histories were indicative 
of neurotic adjustment in the past. 


ONSET OF SYMPTOMS 


Table 1 shows the time of onset in the two 
groups. All of the residual anxiety group 
had experienced combat of varying severity 
and duration. The established psychoneu- 
rotic group had been overseas but only 20 


TABLE 1 

Residual 

Psycho- anxiety 
Onset of symptoms neurosis state 
3efore military service........... 2 oO 
Since day of induction........... 2 oO 
In overseas base (no combat).... 13 oO 
While prisoner of war (German). 2 3 
In evacuation or U. S. hospitals... 2 10 
On ship enroute to U. S........... I I 
On furlough from overseas........ oO 5 
36 36 


had had actual battle experience. Their ex- 
posure to battle conditions had been much 
less severe and prolonged for they showed an 
approximate average of 36 days in combat 
compared to 78;°*; for the former. 

Study of individual cases revealed many 
different factors responsible for the final 
psychoneurotic disablement in those predis- 
posed. Thirteen developed symptoms while 
stationed in non-combatant bases—3 while 
in isolated outposts in the Aleutians and one 
in Labrador. Symptoms of equal severity 
had been present before or since the day of 
induction in 4 individuals. One patient 
claimed that his symptoms had not developed 
until he entered the hospital for a second 
wound which appeared to be self inflicted ; 
another developed multiple complaints while 
recovering from an injury incurred in the 


55 


| 


56 RESIDUALS OF COM 


rear echelons of supply. A marked increase 


in tremulousness while aboard ship return 
ing to the United States was noticed by a 
medical aid man. One medical officer and 
a tail gunner, who had been a prisoner of 
war after bailing out over Germany, devel 
oped acute depressive reactions after re 
turning home and learning of the infidelity 
of their wives. The 12 patients whose symp 
toms were precipitated by combat differed 
from the residual anxiety group in the 
character and fixity of their complaints 
Four of them obviously exaggerated dis 
ability resulting from wounds or injuries 
One dental officer became extremely de 
pressed after three busy months in a bat 
talion aid station. One soldier ran to the 
rear as soon as he was placed under artil 
lery fire; an officer cowered in his fox hol 
and was totally useless as leader of troops 
from the outset of battle; one developed an 
hysterical amnesia and a multiplicity of per 
sistent gastrointestinal complaints; and 
schizoid gunner developed many paranoid 
ideas before he was relieved of duty because 
of a flak wound. 

The Io patients in the residual anxiety 
group who developed symptoms in combat 
did so only after prolonged and harrowing 
experiences. Severe stuttering occurred in 
one patient after a prolonged advance 
through the hedgerows of France. He re 
covered after five days in a rest camp only 
to break again when next exposed to the 
sound of artillery fire. An enlisted man 
who had been through four major battles 
and a total of one hundred days of combat 
in the Pacific did not develop symptoms until 
he was subjected to bombing of the hospital 
where he was confined because of a severe 
arm wound. One patient was blown out of 
his plane and fell 14,000 feet before he could 
open his damaged parachute; another could 
not continue after losing three planes to 
enemy fire in five days. An officer in a 
holding position subject to nightly Japanese 
infiltration attacks and daylight bombing 
raids developed symptoms which persisted 
after he was returned to the United States 
on rotation. A lieutenant who had served 
successfully throughout the African and 
Sicilian campaigns broke down after he had 
led five attacks into Cassino in three days. 
A near burst of an artillery shell caused un- 
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( sciousness and eding from his ears 
d, when he tried t n, he was unable 
to control 5 we id tremulousness. 
tent symptoms developing in 23 patients 
( il from | 1es were similar 
to those developed-in combat. Six of this 
p were acc to the hospital by 
rightened relatives who had witnessed a 
terrifying nightmare had become con- 
cerned about the patient ’s behavior. 
A YSIS 
t is difficult t clearly the differ- 
ces observed in the psychiatric examina- 
2 
Residual 
Psyct anxiety 
neurosis state 
24 30 
7 19 
Battle dreams 16 
tle reactio1 2 15 
2 14 
t 2 14 
rritabilit 2 II 
5 symptoms I II 
3 6 
t est 14 3 
y 0 I 
2 I 
IO 
oO 
13 7 
H ical « S sym] 7 I 


although here the 
indi- 
vidual who is suffering residual anxiety 1s 


most unlike the established psychoneurotic. 


two groups 


tense, hesitant, somewhat defensive 


Patients were encouraged to list their com- 
plaints little from the 
therapist as possible. The psychoneurotic 
usually gave a good account of his symptoms 
with little prompting while patients in the 
residual anxiety group were more reluctant 
to speak of their experiences and frequently 
showed embarrassment during the initial 
interview. 


with as guidance 


The leading symptoms in the two groups 
were summarized for comparison in Table 
2. Tenseness and other symptoms typical 
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in “combat exhaustion” were more prominent 
in the residual anxiety states while phobic 
reactions, hysterical conversion symptoms, 
somatic complaints and depression were 
more often encountered in the psychoneuro- 
ses. Somatic complaints were common in 
both groups but there was little evidence of 
fixation of anxiety in the former. Headache 
was as frequent in one group as the other 
although only 2 of the psychoneurotics had 
a definite history of exposure to blast as 
compared with 23 in the anxiety group. The 
blast was of sufficient force to produce un- 
consciousness in 5 and tinnitus was present 
in 6. A sense of was not men- 
tioned in any of this number although it 
occurred 6 times in the psychoneurotic group. 

Little is known concerning the role ot 
blast concussion in the development of “com- 
bat exhaustion.”” Most men who have seen 
the amount of combat encountered in our 
group must have been exposed to some 
blast. In at least 4 patients blast concussion 
may have been partially responsible for their 
removal from combat although 3 had other 
wounds. In several, removed because of 
combat exhaustion, exposure to near burst 
of artillery shells seemed to serve as the 
final precipitating blow in their breakdown. 


“dizziness” 


TREATMENT 


The good response to brief psychothera- 
peutic procedures and an activity program 
designed to permit a gradual strengthening 
of the patient’s sense of personal security 
through contact with civilian life first led 
us to distinguish the residual anxiety states 
from the more fixed psychoneurotic reac- 
tions. Treatment was conducted on an in- 
dividual basis. The patient was encouraged 
to relate his symptoms and an attempt was 
made to reconstruct associated events on a 
conscious level. When this could not be ac- 
complished easily hypnosis techniques were 
employed. In our experience hypnosis ac- 
complished the same results obtained with 
sodium amytal or pentothal sodium inter- 
views. We are in agreement with Hart and 
his associates(3) who believe these drugs 
merely facilitate hypnotic therapy. The same 
violent reactions on recollection of traumatic 
scenes of battle, often with marked expres- 
sion of guilt, were obtained with all methods. 


The intensity of the response seemed di- 
rectly related to the horror of the combat 
experiences. All patients reported subjective 
relief from tension after undergoing one of 
the “abreactive” sessions. It was necessary 
to repeat the procedure in some although 
continued improvement was most dependent 
upon additional psychotherapy. The material 
gained in various interviews was recon- 
structed in consciousness and was gradually 
related to past and current experiences as 
treatment progressed. In addition to partici- 
pation in the recreational and occupational 
therapy program within the hospital, pa- 
tients were urged to take advantage of 
free pass privileges in order to increase their 
contact with civilian activities. Thus, atti- 
tudes toward friends and relatives, hopes 
and ambitions for the future as well as atti- 
tudes toward symptoms and military ex- 
perience became the basis for further expla- 
nation and reassurance. Dependent attitudes 
were discouraged. The fact that symptoms 
often subsided after admission to the hos- 
pital from furlough or pass stimulated dis- 
cussions of dependency upon a known mili- 
tary régime in more than one case. 

The mode of onset and duration of symp- 
toms had little effect upon accessibility for 
treatment. We have seen one case in which 
nightmares developing after the last war 
were relieved twenty years later. A height- 
ened suggestibility was apparent in some 
cases. This may lead to apprehension con- 
cerning the significance of symptoms if not 
actual displacement of anxiety. At least one 
case in this series first became fearful of 
heart disease after a medical officer casually 
asked him if he knew he had heart trouble. 
The fact that he had been able to withstand 
the rigorous physical demands of prolonged 
combat was overlooked by both the patient 
and his doctor. There does appear to be a 
real possibility that free anxiety noted in 
this group of patients may become translated 
into functional disturbances. 

The neurotic fixation of anxiety apparent 
in the psychoneurotic group followed pat- 
terns established before combat experience. 
Treatment of phobias, conversion mechan- 
isms and somatizations remaining after the 
acute reactions induced by battle situations 
had subsided was not very satisfactory at 
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this hospital level. In the residual anxiety 
group whom we have segregated, treatment 
usually resulted in the establishment of a 
healthy orientation and return to a level of 
stability with little evidence of neurotic dis- 
placement or fixation. This difference points 
toward the specific traumatic experiences of 
war as the significant etiologic factor in the 
development of symptoms in this group. 


DISCUSSION 


Much has been written concerning tl 
dynamics of the “war neuroses” since t! 
evacuation of Dunkirk and the bombing of 
London. Brief, direct methods of treatment 
have afforded an opportunity to explore and 
relieve the acute reactions. Two generaliza 
tions have come out of this approach whicl 
appear particularly applicable to this gi 
whose residual anxieties we believe to 
a specific product of their war experienc: 
namely, anxiety is the basic problem in t! 
war neuroses, and, even the most stable 11 
vidual will show “neurotic” breakdown 
subjected to stress beyond his individual 
level of tolerance. This breakdown appears 
to be a final mastery by more instinctual pat 
terns in the struggle against the idealism and 
group loyalties which have controlled be- 
havior as a respected member of a combat 
team. The acquisition through military trait 
ing and discipline of ego strengthening de- 
vices which prepare the individual for the 
combat situation has been discussed by 
Grinker(4) and others who speak of ‘‘com- 
bat exhaustion” as resulting from a final 
disintegration of the weakened ego in the 
face of overwhelming anxiety. 

Several different factors seem to be re 
sponsible for the continuation of symptoms 
or their latent development. Identified as a 
member of a group the soldier exerts strong 
suppressive forces to hold anxiety in check 
These are no longer so necessary when he 
finds himself removed through wounds or 
other illness to a hospital in the rear. The 
outlet for aggression which has been focused 
upon a common enemy is no longer available 
to him and he finds behavior acceptable and 
unnoticed in the battle zone in conflict with 
what is expected of him now. Gillespie(5) 
in commenting on the latent period men- 
tioned the role of suggestion either from 
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the future must still remain a matter of 
conjecture. 


RESUME 


1. Thirty-six patients whose past histories 
were relatively free of neurotic determinants 
but who exhibited residual symptoms of 
combat induced anxiety similar to that 
usually designated as “combat exhaustion” 
were compared with a similar number of in- 
dividuals who developed symptoms more 
established psychoneurotic re- 
actions while overseas. 

2. An analysis of the onset of symptoms 
revealed breakdown in combat after extreme 
experiences in Io of the residual anxiety 
group while 23 developed symptoms of a 
similar character weeks or months after re- 
moval from the battle situation for other rea- 
sons. Symptom analysis showed little fixa- 
tion of anxiety as compared with the psycho- 
neurotic group whose symptoms followed 
established patterns. 

3. Treatment was designed to permit 
relief from anxiety through ventilation and 


typical of 


reconstruction of traumatic experiences on 
a conscious level. Hypnosis and pentothal 
sodium or sodium amytal hypno-analysis were 
employed. Continued explanation and reas- 
surance with a gradual reorientation in peace- 
time and civilian relationships usually re- 
sulted in lasting relief from symptoms and 
return to a former level of stability. 

4. There does appear to be a combat in- 
duced anxiety state which is a specific prod- 
uct of the stresses of war. 
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ON ORIENTAL. STOICISM 
COMMANDER JAMES CLARK MOLONEY (M.C.), U.S.N.R. 


I 


The Asiatic is different. It’s true he main- 
tains a traditional tranquillity in the face of 
those jagged circumstances that torment the 
Occidental. One day on a slightly used road 
of the Motobu, a peninsula that juts into 
the China Sea, I encountered a group of 
migrating natives. Homeless, dispossessed, 
they sought new anchorage. Without lamen- 
tation most of them managed a smile as 
they jogged through the drizzle and mud 
At Jinuza the native doctor cut deep inci 
sions into the leg of a civilian boy, but 
recently struck by the treacherous /habu 
The boy winced a little. At Yagachi a leper 
lost her leg. There was the anesthesia from 
the disease, and the anesthesia from the 
spinal injection, but there was no nepenthe 
for the loss of her own tissue, nor for the 
handicap to her locomotion. She calmly 
accepted the situation. At Taira a twenty- 
five calibre Japanese bullet was sliced from 
the back of an eight-year-old boy. He neve 
flinched. At Ishikawa a husband met his 
wife after the war had separated them fot 
five months. Neither had known the fate 
of the other. Yet, on this their first meet- 
ing, there was no demonstration. They con- 
tinued talking as if they had parted accord- 
ing to plan the previous hour. At Fukuyama 
a woman in full consciousness permitted a 
breast abscess to be laid wide open. She 
grimaced, but not a sound passed her lips. 
At Soke, at Fukuyama, and at Jinuza hun- 
dreds of the youngest school children un- 
protestingly allowed Lieutenant Command 
Harold Fink (M.C.), U.S. N. R. to obtain 
blood through finger punctures. At best, 
they manifested but mild interest in the 
procedure. At Jinuza the native Okinawans 
did not resent the dentist. At Ishikawa hun- 
dreds of school children uncomplainingly sat 


beneath the foot driven drill. It was routine 


for them. They accepted it as a matter of 
course.” 


1 From The Haven Sanitarium, Rochester, Mich 


2 Personal communication from Lieutenant Com- 


mander Harlan Crank (M.C.), U.S.N.R. 
60 
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[hese observations were not the excep- 
ra, from dispen- 


ries and hospitals came similar accounts 


On Okinawa psychosomatic disease was 
ld Iyperthyroidism was 
observed. Shock reactions were rare. 


were infrequent. I never 


saw an Okinawan faint recall but two 


cases of psychoneurosis and two 
al ses of bronchial asthma. A 
percentage of Okinawan mothers 
d lactating as a result of the traumatic 
I personally saw no case of 


liabetes mellitus and but one uncertain case 


malignancy Neul enic dermatoses and 


n-existent. Osteo- 
nonstrable in the 


radials and arcus 


Crank 
I. C.), U.S. N.R. saw three asthmatics 


Lieutenant Commander Harlan 


wo diabetics among the 11,000 civilians 
ed to tl Ishikawa dispensary. The 

1e series of cases included 12 peptic ulcer 
I] observed 
it the Okinawa ulcer patient demonstrated 
demanding and dominating exterior of 
American ulcer patient. The Crank series 
featured one woman who suffered from 
ypertension. Belonging 


t] upper crust, she had been neurotic for 


those structural 

es, germane to prolonged psychoso- 
tic tension. Lieutenant Commander Har- 
performed 
50 autopsies at the Military Government 


ospital G6-59-(3) established for civilian 
vice at Jinuza. These examinations did 
ot disclose evidence of peptic ulcer nor the 
hysematous changes identified with per- 
thma. An infrequent number of 
stmortems revealed arteriosclerotic dis- 
[he pathological process immediately 


vocative of hyperthyroidism was not en- 


ommut from Lieutenant Com- 
Harlan Crank (M.C.), U.S.N.R. 
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countered. Neurogenic dermatoses 
practically absent.* 

Again, at the U. S. Naval Hospital G6-54, 
situated north of Nakaoshi, Lieutenant (jg) 
Edwin Edwards (M.C.), U.S.N.R. con- 
ducted 53 autopsies. Edwards discovered 
one cretin but no evidence of the pathological 
changes of hyperthyroidism. Peptic ulcer, 
asthmatic emphysema and neurotrophic der- 
matoses were not encountered. Edwards 
discovered one case of arteriosclerosis. In 
none of his autopsies was the degenerative 
with diabetes demon- 


were 


process associated 
strable. 

Further, Lieutenant Commander Wagner 
(M.C.), U.S. N.R., senior medical officer 
present at the Naval Military Government 
Hospital G-6-51 stationed at Koza, presented 
me with the reports from two series of autop- 
sies conducted at his establishment. The first 
series including 201 cases was performed by 
Lieutenant Commander E. L. Benjamin 
(M.C.), U.S.N.R. between the dates of 
April 19 and June 12, 1945.5 The Benjamin 
studies did not mention any case of asth- 
matic emphysema, thyroid pathology, dia- 
betes or osteoarthritis. He discovered 22 
cases of arteriosclerosis, but the sclerotic 
process was severe in only two instances. 
He unearthed g cases of peptic ulcer. Ben- 
jamin found three cases of malignancy, one 
malignancy being a carcinoma of the breast. 

The second autopsy series made available 
by Lieutenant Commander Wagner (M.C.), 
U.S.N.R. was completed by Lieutenant 
Paul E. Steiner (M.C.), U.S. N.R. at the 
Koza hospital between June 13 and July 30, 
1945. This series included 150 cases. Steiner 
discovered 7 cases of arteriosclerosis. In no 
instance, however, was the arteriosclerotic 
process severe or fatal. The Steiner series 
made no mention of diabetes mellitus, neuro- 
trophic dermatitis nor asthmatic emphysema. 
He unearthed 4 cases of peptic ulcer. At 
the same time he suspected that the high 
incidence of ulcer discovered by Benjamin 
was due to the psychosomatic impact of war. 
It is important to know that, during the 
Benjamin epoch particularly and even dur- 


* Fink will report a complete review of his find- 
ings. 

5 Undoubtedly Dr. Benjamin will give the subject 
more complete treatment in the literature. 


ing the Steiner régime the Koza hospital 
was situated not far behind the front lines. 
All the Okinawans treated at this institu- 
tion had been subjected to prolonged and 
relentless bombardments from planes, Japa- 
nese and American artillery and from the 
huge and numerous rifles of the American 
Fleet. It was dangerous for the natives to 
forage for food and most of the civilians 
evidenced a rather advanced phase of emacia- 
tion when hospitalized. Among the dead, 
Steiner found two cases of thyroid adenomata 
but he did not state whether the adenomata 
were associated with toxic degeneration. His 
series included one case of malignancy, a 
sarcomatous like lesion of the stomach.® 

Upon completion of his autopsies Steiner, 
independently and without knowledge of my 
pursuits, wrote an astonishingly provoca- 
tive and illuminating summary : 


. it may be stated that these natives show some 
striking anatomical and pathologic differences from 
Occidentals. Noteworthy are the relative absence of 
the retrogressive and degenerative changes (except 
for osteoporosis), including arteriosclerosis and its 
numerous manifestations in heart, brain, kidneys, 
pancreas, etc., neoplasms, hypertensions, osteoar- 
thritis, cholelithiasis, and biliary tract disease, the 
various nephritides. 

In my opinion the factors responsible for these 
differences merit further study in the future, es- 
pecially because two of these diseases—cancer and 
arteriosclerosis—will be our number one and num- 
ber two disease problems after the war in America. 


I do not know what Steiner * had in mind 
when he penned this remarkable summary. 
He recorded the facts. Save for his com- 
ments on the peptic ulcers in the Benjamin 
series, he kept his etiologic conjectures to 
himself. If not intended by Steiner, then I 
will assume full responsibility for the pre- 
diction that any culture evidencing a dearth 
of psychosomatic disorder will evidence also 
a dearth of malignancy. I too have suc- 
cumbed to the hypothesis that much that is 
malignant, belongs to the category of psy- 
chosomatic disease. 


6 Most of the civilian admissions mentioned in 
part one of this article had been either wounded or 
starved by war. A smaller number of the admis- 
sions had been for the organic and tropical diseases 
peculiar to the region. The admissions represented 
all age groups. 

7 Undoubtedly Steiner will elaborate upon these 
findings in his future contributions to the literature. 
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In support of Steiner's plea that the prob- 
lem be subjected to a more thorough in- 
vestigation, I suggest that a group of well 
trained clinicians, surgeons, pediatricians, ob 
stetricians, pathologists and psychiatrists be 
returned to the Orient for the purpose of 
completing this project. 


II 


Guam provided a contrast. Some 1400 
miles east and south of Okinawa, a young 
Chamorra boy stood crying before the dis- 
pensary doctor. An agitated father tried to 
restrain his wildly flailing arms. The lump 
on the son’s hand had to be opened. T 
doctor made the incision. The blood flowed, 
and the father fainted. 

Lieutenant Commander Harold Jacobziner 
(M.C.), U.S. N.R., averred that this was 
not unusual for Guam. The Chamorros often 
fainted. He found them facile candidates 
for hysteria, fainting spells, autonomic crises 
and neurotrophic dermatoses. Asthma was 
so prevalent among them that Jacobziner 
contemplated making an Island survey for 
foreign protein. Lieutenant Commander 
Koffelt (M.C.), U.S.N.R., internist at 
Guam’s Military Government Hospital 203, 
had encountered numerous cases of func- 
tional cardiac disorders, and many cases of 
hyperthyroidism. A few of the Chamorro 
nurses at the Military Government Hospital 
suffered from Basedow’s disease. Lieutenant 
Commander Monrad Aaberg (M.C.), 
U.S. N.R. obstetrician and gynecologist 
had observed many cases of malignant ar- 
terial hypertension and pre-eclamptic dis- 
orders among the native women. I gained 
the impression that he believed himself to be 
dealing with psychosomatic disorders. De- 
spite the number of cases of Guamanian 
cardiovascular disease, I have been told by 
Koffelt and Jacobziner that an insignificant 
number of arteriosclerotic processes were 
unearthed at autopsy by Lieutenant 
Commander Harry Zimmerman (M.C.), 
U.S.N.R. peace time professor at Yale. 

At the Child Health Clinic at Agana and 
again at a similar clinic at Barrigedos,® I 


8 Dr. Jacobziner is entitled to much credit for 
his establishment of the Guamanian child health 
centers. He overcame obstacles that would have 
stumped a less courageous and less resourceful man. 
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was afforded an opportunity to confirm the 
observations of Jacol er. At both places, 


[ found that the children young and old 


~ 


eacted violently to clinical procedures. The 
older children winced and squirmed when 
culated, or wil heir fingers were 
icked. When subj | to a painless physi- 
| examination, abject terror spread over the 
faces of the younger children. They screamed 


= 
raucously. 


On these visits, I saw y cases of tachy- 


cardia. Often t ned child urinated 
where he stood. It was customary for the 
Chamorro mother to stifle the screaming by 
bly clamping the « l’s mouth shut. On 

re th one « 1, an exasperated 


ther subjected her enraged child to a 


vigorous slap. Bedlam reigned. 
\s I watched these women choke back the 
scr of their children, it became ap- 
nt that they were afraid of something, 
were afraid of outside forces, were afraid 
public criticism. On Guam public opin- 
rears the children “via the medium of 
the mothe Jacob attributed the Cha- 


rro neuroticism to maternal overprotec- 
a more fitting 


ind flashed back to a 
‘ene that typified the Okinawan attitude 
There had been a festival 
Okuba. The Okinawans threaded the 

ir littl illages. One little 
e her way alone between the cycads 


nd morning glories that grew on the ridge. 
She could not have been more than four 
years of age. Her gleaming gold and red 
kimono rustled in the sun. The brocaded 


flashed with fire. This perky Okinawan 


1 
} 


miss ensconced in a background of green 
foliage and violet morning glories, made a 
perfect subject for kodachrome photography. 

Nesei interpreter, 
| tried to persuade her to pose for me. She 
would have none of it. Because the Nesei 
have trouble with the more archaic language 
of Okinawa, I called some adult natives to 
Without pressure, influ- 
they simply asked 
the little girl if she wished to have her pic- 
ture taken. She said no. The adults laughed 
They averred there was 
nothing they could do about it. The little 


Through Yamamoto, the 


intercede for me. 
ence, threats or bribes, 


and moved on. 
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miss had a right to make up her own mind. 
As she wended her solitary way over the 
crest of the ridge, I felt a glow of respect 
for this child who made her own decisions. 

The Chamorro strain seems heavily salted 
with mongoloid genes. The almond eyes of 
the Asiatic predominate among the Guaman- 
jan natives. But yet, on Guam the much 
vaunted Oriental stoicism is conspicuously 
absent. I make a point of this because the 
question of an ethnic or constitutional thresh- 
old to pain is certain to be raised. Despite 
the Mongolian elements of ancestry, the 
Chamorros are Christians. Most of the fami- 
lies have Spanish names, the Christian motif 
being carried out by such prefixes as Jesus 
or Maria. 

For some ethnic groups, for some reason 
or other, the Christian religion becomes con- 
fluent with or subjectively extends neurosis. 
The projections, the masochism, the identifi- 
cations with the agonies of Christ, Mary 
and the mutilated martyrs and saints have 
a tendency to erase ego boundaries, and 
many individuals seem to become unable to 
distinguish between themselves and Christ, 
or between themselves and the “little son” 
being “mutilated” by surgery.® 

In some cultural situations, the whole 
thing becomes so mixed up that the individual 
becomes inseparable from the structuraliza- 
tions of the religion. I imagine that such 
loss of identity could be educed by adult 
tyranny. Tyranny usually forces subordi- 
nates into submissiveness and children into 
being seen and not heard. This robs the 
child of his birthright. At times, such in- 
transigeance subsumes a forced and conven- 
tional reverence to an awesome all-powerful 
God, who is also called father. 


III 


It is fortunate that the Chamorro con- 
trast was available for this study. Should 
stoicism prove to be a constitutional quality 
of the Mongolian, then one would expect 
to find the Chamorros less hysterical than 
any of the other non-Asiatic ingredients 
that constitute their ethnic mixture. At 
least one would be prone to imagine that 
the constitutional contribution of the Latin 
would be dampened, diluted or sujugated by 


® The converse may be more correct. 


Oriental influences.1° In factual contradic- 
tion to this, Jacobziner found the Chamorros 
more neurotic than any of the racial groups 
seen by him in any of New York’s clinics 
for children. 

I am reasonably enough acquainted with 
Mendelianism to know that this constitu- 
tional assumption need not apply. Nor is it 
important. For | have satisfied myself that 
the so-called Oriental stoicism is a deriva- 
tive of acculturation. At Jinuza, Okuba, 
Ishikawa, Fukuyama, Kochea, Kushi, Soke, 
Sedaki, at Taira, at Nakaoshi, at Hentona 
and at other military government establish- 
ments throughout the Island of Okinawa, I 
have seen new-born native babies behave 
exactly like new-born American babies. If 
removed from the breast, they cry and 
strike out lustily. To convince myself, I 
have often removed the comfortably nurs- 
ing child from the mother’s breast. To this 
maneuver, the child at first reacts with a 
“startle response.” This is followed by the 
tossing of his arms and feet. With con- 
gested face, he swells up, arches his back 
and cries. Replaced at the breast, the crying 
blends into sobs that soon cease. The vio- 
lent muscular behavior rapidly subsides. 

The Okinawa baby resists minor surgery. 
Screaming, the baby squirms, swells, twists 
and tries to push aside the surgeon’s knife. 
These tests and observations, made under 
varying conditions, were repeated at the dis- 
pensaries operated by the native doctors 
Oshiro and Iraija, at the different clinics 
conducted by Lieutenant Commander Harry 
Horowitz (M.C.), U.S. N.R., at the clinics 
of Lieutenant Commander Robert Culvert 
(M.C.), U.S.N.R., at the dispensary 
of Lieutenant (jg) Manwaring (M.C.), 
U.S. N.R., and at the two psychiatric hos- 
pitals supervised by myself. 

To be sure, at birth the Okinawan baby 
is no stoic. For days, weeks and even months 
after delivery he behaves exactly like the 
American, and like the Chamorro child. The 
so called “Oriental stoicism” develops later. 
To animal experimenters, to men who make 

10 Spanish blood is said to figure prominently in 
the Chamorro aggregate. 

11 For discussion of the probable factors involved 
in this development see: Moloney, James Clark: 


“Psychiatric observations on Okinawa.” Psychi- 
atry, November 1945. 
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rats, sheep and cats neurotic, this would But en 
come as no surprise. egress blo 
CONCLUSION 
The unruffled mien of the Asiatic is trange 
legendary. When not attributed to constitu- stresses 
tional factors, it is traditional for the Occi-  monstrabl 
dental to believe that the Oriental, deliber- = mism embr 


ately blocks the natural egress of emotional jive of | 
energy. It is generally supposed that the  , 
flatness of affect is achieved through a stud 
ied and energetic suppression of feeling 


Oriental unresponsiveness has been likened bali 

to the active stoicism of the Spartan youth, | -— 
who unwincingly permitted a fox to eat out . & 
his entrails. Calmness under such circum- sn't re 
stances demands the utmost in energy sup- disturb t 
pression. different. 
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THE PSYCHOLOGIST’S CONTRIBUTION TO THE PSYCHIATRIC 
HOSPITAL * 
CLARENCE O. CHENEY, M.D., ann EDWARD I. STRONGIN, Pu. D. 
White Plains, N. Y. 


The psychologist as well as everyone else 
who works in a psychiatric hospital and ex- 
pects to make a contribution to such a hos- 
pital should be aware of two basic facts. 

The first one is that a psychiatric hospital 
exists to help patients with psychiatric dis- 
orders achieve good mental health. Regard- 
less of what other contributions a hospital 
makes in related fields, such as research and 
teaching, its primary function remains the 
treatment of sick people. 

The second equally important point is that 
the primary 


tients bel 


responsibility for treating pa- 
mgs to the psychiatrist. He is the 
one most suited by training, experience and 
In order 
to do this successfully he needs all the help 
he can 


interest to best achieve this goal. 


get from the auxiliary services of the 


hospital, but the actual treatment of sick 
people is the job of a physician. 
Yes. it is true that there have been a few— 
Ves, it is true that there have been a few 


psychologists 
quite realized this. 


by these few has done a great deal to inter- 


a very few who have not 


The suspicion aroused 


fere with the development of a proper rela- 
tionship between psychiatrists and psychol- 
ogists. However, we cannot help feeling that 
this particular point has very often been 
overemphasized. It has been our experience 
that once the psychologist and the psychia- 
trist clearly understand what each has to 
offer they can work together beautifully. 
Certainly, we can say that when this mutual 
cooperation does not exist it is the patient 
who suffers, for he does not receive the 
benefit of all the services available which 
can contribute to his getting well. 

1 the four 
main areas in which a psychologist can make 
his main contribution? They are: clinical 
testing, research, training, and vocational, 
educational, and avocational guidance. We 
should like to discuss each one of these briefly. 


May we at this time 


1From the New York Hospital-Westchester 
Division, White Plains, New York. 
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Clinical testing is the one field that every- 
one feels that he understands rather well. 
All you have to do is to call in a psychologist. 
He does a psychometric and he tells you 
what the I. Q. of the patient is. And it is 
easy to see why people think that way since 
the original contribution of the clinical psy- 
chologist was in the field of: psychometrics. 
However, in the last few years psychology 
has advanced a great deal, especially in the 
field of qualitative testing where we are 
concerned with not only how much mental 
capacity the patient has, but with the pa- 
tient’s psychological structure. Tests like 
the Rorschach and the Minnesota Multi- 
phasic when properly used give the physician 
valuable insight into the dynamics of the 
patient’s personality. 

It should be emphasized, however, that 
there are no specific tests that are good for 
every situation. If the psychiatrist will tell 
the psychologist what he wants to find out, 
the psychologist can then decide which out 
of his battery of many tests are best suited 
to achieve this. This decision requires good 
clinical judgment on the part of the psy- 


chologist. It cannot be done by a mere 
novice. Then, too, this testing should be 


carried out at the very earliest possible time, 
when the psychiatrist is formulating his 
understanding of the patient. Frequently, 
as the case develops, further tests are in- 
dicated and the psychologist should then be 
called in again to see what he can offer. In 
order to do this the physician and psycholo- 
gist must work together very closely. Both 
of them must approach each other with 
mutual confidence and understanding. Al- 
though there should be formal reports of the 
findings of these objective tests, the contacts 
should not be limited only to these, for in 
his informal interpretation and discussion 
the psychologist can get a better idea of the 
psychiatrist’s problems and at the same time 
can give the latter a better understanding 
and analysis of his findings. It is, of course, 
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true that the use of psychological tests b formanc neral information, similarities 
yond their original psychometric function is al « r of | hinking process), 
a relatively new development in psychology, nd on picture completion is average, while 
but it is a contribution that is a very real his vocal all this in 
one and our knowledge in this field is ex pite of the fact tl is that time 
panding greatly. lly ill ( ly retarded person 

Although these tests offer an objectiy e abilities at the levels indi- 
proach to emotional problems, let us have 1 ted by the tests. Nor could he have 
illusions about anybody being able to u | these abil s he grew older. 
these tests mechanically. Just like any othe: Expert has shown that if he did not 
laboratory findings a skilled interpretati | 1 child he would not have them 
demands a skilled interpreter. A too t. He did in his compre- 
chanical approach to these procedures hi leasures practical judg- 
resulted in a great deal of difficulty, and yet I crete situations), digit symbol 
it is just what we should expect when these tests (whi a keenness of percep- 
tests are used by unskilled workers. [ven | speed, arithmetical 
in the field of psychometrics, which are per | digit span (both of which, 
haps as objective as any of our availabl er thir re the ability to 
tests, we very often find serious errors du So that although the total 
to this type of approach. May we give as a re, whi itself indicate 
example a recent patient at this hospital ? deficient intellige ysis of com- 

This patient had been tested since ear] ts wl tal score 
childhood and the psychometric findings hat he c¢ things well 
had numerically indicated that he was met lly deficient person could not 
tally deficient. All through his youth and re show‘ d losses in practical judgment 
adolescence he was treated as a mental defi wach 10) | ability to concen- 
cient and was sent to schools especial! abe ve Ww expr to find in a 
prepared to handle such problems. Fre caution at 
quently throughout this period he was test on t st these facts 
and the original findings were confirmed e, we would ce y hes to make a 
When he arrived at this hospital at the ag pecific di Sis this information 
of about 24, we tested him and found that njunction wit! ther material avail- 
while it was true that his I. Q., insofar a irom the cl indings of the 
score was concerned, indicated mental r¢ psychi | other tests, confirmed the 
tardation, yet, he at no time had been men hizophrenia. This 
tally deficient. In fact, he probably ori- lled intelligence test 
ginally had a high level of intelligence. His that w! only gives the 
low score, even in early childhood, was du tal level at the time, but gives us some 
to the fact that some disease process was in qualitative tion. This boy who really 
terfering with his proper functioning, in "eeded psychiatric attention early in life was 


this case probably early schizophrenia, for ‘tirow 


nin with a group of 


mentally deficients 


at this time, here, he showed clearly that he and his basic problems, which demanded 
had this disease. treatment, were ignort 

Now how did we know from our test Che l area entioned, that of re- 
that he has not been mentally retarded and rch, is one in which the psychologist 
was in fact probably suffering from schiz can be of particul: lue. It should be re- 
phrenia? We found this out by an analysis embered that durin his graduate work 
of the eleven subtests which compose the much st1 has been placed upon research. 
Wechsler-Bellevue Intelligence Scale. On In order for him to get his doctor of phi- 
the block design sub-test, which is an excel- losophy degree, he st present a fairly ade- 
lent measure by itself of non-verbal intelli- quate thesis representing some original work. 
gence, he showed a response that we expect All through his training objective method- 


in people of average intelligence. His per- ology has 


been constantly emphasized. In 
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addition, he is particularly well suited to 
working in the psychiatric field because his 
orientation is such that he has an under- 
standing of functional disorders and at the 
same time is trained in applying objective 
techniques to them. Many people in the 
research field find it very hard to under- 
stand diseases that show no demonstrable 
pathology. They are too accustomed to deal- 
ing with things they can specifically measure 
so that when they begin to work in the 
field of psychological disturbances, they are 
quite at a loss; in fact, many of them show 
an active resistance and antagonism to work- 
ing with psychiatrists. A psychologist has, 
by virtue of his training, a better under- 
standing of the problems faced by the psy- 
chiatrist ; in fact, he often faces different as- 
pects of the same problems. We feel that the 
psychologist can very well be one of the cen- 
ters.of research in psychiatric hospitals. He 
should, of course, be very careful when car- 
rying out his research to remember the 
basic function of the hospital, namely, that 
of treating patients and getting them well, 
and he should be equally aware of the dan- 
gers of disturbing a patient so that much of 
the therapeutic work done by the psychia- 
trist is not disrupted. 

But these are things he can readily under- 
stand and appreciate. 
cooperation between the 
great deal. 


Here, again, close 
wo can achieve a 
Both of them have so much to 
contribute: the psychologist, his objective 
methodologies; the psychiatrist, his great 
understanding of the clinical problems he 
constantly faces. Collaborating with psychia- 
trists can help the psychologist avoid some 
of the errors that men make when they be- 
come involved in problems outside of their 
own specific training. 

Just one word of caution! May we empha- 
size at this time that above all we must never 
give the patient the feeling that he is being 
used as an experimental guinea pig. It is 
always easier to tell him that we are giving 
him a test rather than to tell him that he is 
the subject of an experiment. Very few 
people can accept this latter. \We must empha- 
size, too, that whenever one is using a pa- 
tient for any such test or study the doctor 
treating that patient should be consulted and 
fully advised as to what is being done. No 
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patient should be worked with unless his 
physician fully approves. This facilitates 
the work of the experimenter and at the 
same time avoids the possibility of creating 
an emotional upset in the patient. 

A new approach being used at the New 
York Hospital, Westchester Division, is giv- 
ing those patients that need it vocational, 
avocational and educational guidance. We 
all know that what the patient does after he 
leaves the hospital is extremely important to 
ensure that the good achieved by the hospital 
is not lost. Vocational guidance is very valu- 
able for the well person because doing the 
type of work that is best suited to one’s per- 
sonality and abilities is helpful in maintain- 
ing a happy, well-balanced individual. It is 
even more important for people who have 
emotional problems to be placed in the 
right type of work. In addition, we com- 
monly see people who, due to changes in 
their family situation, such as children grow- 
ing up and lessened responsibilities, suddenly 
find that they have very little to do them- 
selves. They may not have an economic 
problem that makes vocational guidance as 
such economically important, but they cer- 
tainly do have an avocational problem. The 
development of hobbies so that spare time 
can be properly utilized, especially when 
spare time means practically the entire day, 
is an essential function to which the psychol- 
ogist can make a sound contribution. This 
problem develops a bit when we realize 
that many women are not accustomed to 
doing things alone and like activities in 
which their husbands can join them. In that 
case, we may find that we should call the 
husband in and give him some avocational 
guidance. That, in fact, is what we have 
begun to do and have found that it is being 
well received. 

Then there is the problem for the younger 
people of determining what type of educa- 
tional program they need. Here, again, we 
must take into account their illness, and here 
the psychologist—as always in the mental 
hospital—works very closely with the treat- 
ing physician in working out the educational 
and ultimately the vocational future of the 
patient. 

This field of vocational, avocational and 
educational guidance has been greatly neg- 
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lected in psychiatric hospitals, and it is one 
that we at the New York Hospital feel is 
quite important. Incidentally, we should add 
that the patients themselves are very re 
ceptive to it and we have found them cooper 
tive and grateful for any help we can give 
them. It certainly makes them feel better 
prepared to face the outside world after 
period of hospitalization. 

Here, again, the psychologist can bring 
to bear objective techniques in the measure- 
ment of aptitudes, interests, learning ability 
educational achievement, etc., that are very 
valuable. However, these test techniques ar¢ 
only a part of the story. The psychologist 
must have a good understanding of vocations. 
He must have a thorough-going knowledge 
of our educational system and what the dif 
ferent schools have to offer. Above all, he 
must have good common sense so that h 
can properly integrate these various fields of 
knowledge and come out with a coherent 
and practical program. A library of voca- 
tional and educational information is essen 
tial in order to carry out this job properly 
In addition, special testing equipment is 
necessary which ordinarily is not availabl 
in a psychiatric hospital. 

May we emphasize that special training 
required to carry out this work properly ; 
the fact that one is a psychologist does not 
necessarily mean that he has this special 
training. 

The fourth function is the training func 
tion. In order for the psychiatrist and the 
various other members of the staff to prop 
erly utilize the psychologist’s findings, they 
should have an understanding of what these 
tests are and what they can and cannot do 
This type of information cannot be picked 
up casually. It requires a definite program 
of training which should be carried out by 
the psychology department. This can be done 
by a series of lectures and demonstrations. 

Incidentally, this instruction should not be 
limited to the physicians, but can very well 
be extended to include the nurses, the social 
workers and other personnel who are ex- 
pected to handle the patient on a professional 
level. 


should always be training new psychologists 
by carrying on an active intern program. 
These interns can be very useful to the hospi- 


In addition, the psychology department of mutual cooperation, cot 
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PHYSICAL SIGNS IN SCHIZOPHRENIA 
THEOPHIL KLINGMANN, M.D., Ann Arsor, Micn. 


The purpose of this paper is to discuss 
somé of the physical signs frequently seen 
in schizophrenia, and to call attention to the 
rather constant sign which is seldom, if 
ever, mentioned in the literature, but which, 
in our opinion, is of diagnostic value in 
distinguishing the catatonic type. This type 
is, of course, of common occurrence, but is 
not always readily diagnosed in the early 
stages. 

The physical 
phrenia in 


characteristics of schizo- 
general may be classified as 
developmental, endocrine, autonomic, meta- 
bolic, and those which arise from distur- 
bances in the central nervous system. The 
following rather comprehensive list of physi- 
cal signs occurring in schizophrenia has been 
gathered from a number of sources. Some 
of them are apparently of little importance, 
and occur rather infrequently, while others 
are seen commonly, and are helpful in diag- 
nosis. None is always present: 


A. Developmental 
1. Asthenic or asthenic-athletic habitus. 
2. Cardiac and circulatory aplasia. 
B. Endocrine 
1. Abnormal distribution of hair. 
2. Abnormalities in size and consistency of 
testes. 
3. Abnormalities in texture of hair and nails. 
4. Changes in the thyroid gland. 
C. Autonomic 
1. Sympathicotonic 
a. Vasomotor: 
(1) Spasm of radial arteries. V 
(2) Cyanosis of hands and feet. 
(3) Hypothermia of hands and feet. 
(4) Dermographia. 
(5) Edemas. 
b. Excessive sweating, segmental : 
(1) Hands and feet (probably sympa- 
thetic). “ 
(2) Axillae (? sympathetic). 
c. Gastro-intestinal upsets and constipation.» 
b. Increased salivation.y 
2. Vagotonic 
a. Pupillary 
traction, 
tions. 
D. Metabolic 
1. Low B. M. R. 


> 


2. Low blood pressure. 


disturbances ; 
irregularity, 


dilation, con- 
sluggish reac- 


E. Central Nervous System Disturbances (pos- 
sibly ) 

Exaggerated tendon reflexes. + 

Convulsive states.+ 

Disturbances of cutaneous sensibility (de- 
creased ). 

4. Respiratory irregularities. 

5. Headache. 

6 


Fever. 
7. Fibrillation of eyelids (catatonic stupor). 
F. Miscellaneous 


1. Association with tuberculosis. 
2. Ease of fatigue. 
3. Insomnia. 


While all four types of schizophrenia have 
certain mental similarities, it is well known 
that there are certain special characteristics 
which set the catatonic type apart from the 
simple, hebephrenic and paranoid types. In 
a similar way the physical signs are nearly 
always seen in catatonic schizophrenia rather 
than in the other types. This is particularly 
true of the signs indicating autonomic im- 
balance. Cases of catatonic schizophrenia 
practically always show some of the above 
mentioned signs. In addition, we have no- 
ticed that while nearly all of our cases of 
catatonic schizophrenia are of the asthenic 
body type, the simple, hebephrenic and para- 
noid types are frequently of the athletic, 
pyknic or dysplastic body type. 

We have been particularly interested in 
the vasomotor sympathicotonic group of signs 
which are seen in the extremities, namely 
hypothermia, excessive sweating and cyanosis 
of the hands and feet, and the sign to which 
we wish to call especial attention: spasm of 
the radial arteries. This sign, of which we 
were able to find no mention in the litera- 
ture, is very common in catatonic schizo- 
phrenia, being present in almost every in- 
stance in our series. It is also common in 
anxiety states of the schizoid type, but is 
seldom seen in the other types of schizo- 
phrenia and probably rarely in other types 
of mental disturbance. 

Spasm of the radial arteries as observed 
by us closely resembles that described in 
Raynaud’s Disease, and is apparently due 
to the same mechanism, 1.e., hyperstimulation 
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of the sympathetic ganglia which send vas ipatheti | at times laughed and shouted for no 
moter Gives to the tegion. The artery is 
definitely palpable in the usual place at the 
wrist, and feels like a thick-walled elasti Patient v f asthenic body type, there was definite 
rubber tube. It can frequently be rolled un the 1 | arteries, the hands and feet were 
der the finger. In an older person this might Id and moist, the 
be confused with arteriosclerosis, but since light 
it is of significance chiefly in people unde: with occasional extrasystole. 
35 years of age, this gives little difficulty. In B. P. 12/§ [he physical and neurological 

addition, the spastic artery is not tortuous legative 
nor does it have any irregularities such as VoD 
are caused by calcium plaques. fore adi n. Patient began to worry about his 
Such radial spasm is usually associated _ healt rt, tion, etc., and then became de- 
with the other signs of vasomotor spas! 
cessive localized sweating and cyanosis. It fraid he was going t He was emotionally 
is, however, much more constantly present very unstable. Physical and neurological examina- 
The hands may be of good color and becom 
warm at times especially if the patient is 
changes under such circumstances. | Aftet nother « ion the hands and feet were cold and 
a period of hospitalization, as the mental semewh iosed, 1 
symptoms begin to regress (as they so often 
do in catatonic schizophrenia), there 1 Heated an 
usually a concomitant gradual relaxation of tient. W t heard f1 it a month after 
the radial arteries, and if the patient makes rg was fe very well = had 
pparent \ ignosed anxiety 


a recovery from his mental condition, th« 
arteries may become quite soft. 


The value of this sign in the diagi ' pot is suggested in 
of early mental disease is not difficult to s¢ ne that it 1 lead to further thought 
A young person in a somewhat irrationa nt beat on the sign of 
excited mental state frequently presents 
problem for diagnosis. Although a descri lepression of 
tion of the history of the patient’s for ter, and the 
personality is usually helpful, at times it f 1 produced by 
not at all conclusive. In such cases, if t ry evider 
patient is of an asthenic or athletic habit ilar spast 
and has spasm of the radial arteries, w the sy 
or without cold, moist, cyanotic hands t t vasospas 
feet, there is considerable probability 
it is a case of schizophrenia, and usually « t be instru 
the catatonic type. i 


lwo case summaries follow, one a 
schizophrenia of catatonic type, 
other a rather severe anxiety 
schizophrenic type 


Case 1.—R. W., age 21, onset at age 13 
rather suddenly became agitated, ex 
fused; refused to eat for a time He 
ized in various places and his con 
siderably After four years he seen 
proved, but a year later again became 
first seen by us the patient seemed | 
teriorated. He was partially irrat 
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Of course we realize that many patients 
are observed in whom there is evidence of 
marked sympathetic hyperstimulation, result- 
ing in cold, moist, cyanotic extremities (for 
instance the group of neurocirculatory as- 
thenia patients described by Crile) in whom 
mental symptoms are limited to feelings of 
anxiety and mild agitation, and these patients 
are far from being schizophrenics. However 
this does not necessarily disprove our hy- 
pothesis, although it does make further ex- 
planation necessary. Apparently, if our hy- 
pothesis is correct, the brain is not always 
affected in the same degree as other parts of 
the body. We believe that the above theory is 
deserving of further thought and research. 


SUMMARY 


1. Physical signs in schizophrenia are 
listed and classified according to type. 

2. A sign of which no previous mention 
found in the literature is de- 


spasm of the radial arteries. It is 


has been 
scribed 


very frequent in catatonic schizophrenia, and 
is of some diagnostic value. It is appar- 
ently related to the other signs of sym- 
pathicotonia seen in the hands and feet, but 
is more constant. 

3. It is suggested that similar vasospasm 
in the brain might cause organic changes 
resulting in schizophrenia, and the desira- 
bility for further studies along these lines is 
emphasized. 
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CEREBRAL LESION RESULTING IN SPATIAL DISORIENTATION ' 


A. Z. PFEFFER, M. D., E. D. FRIEDMAN, M.D., anv S. BERNARD WORTIS, M. D. 
New York City 


The great advances and increased interest 
in psychiatry and neurology in recent years 
have helped us to differentiate specific ele- 
ments in the so-called organic syndrome. 
Such cases always have evidences of organic 
disease which may be obscured by the ac- 
companying secondary psychiatric reaction. 

The following case report is offered as an 
illustration : 


History—M. H., a 45-year-old female, was ad- 
mitted to Bellevue Hospital, psychiatric division, 
December 8, 1945, because of confusion and 
depression. 

The patient’s present illness dated back to July 6, 
1945, when she was delivered of a dead child (as a 
result of a placenta previa). She bled profusely 
prior to delivery, and following delivery her hemo- 
globin fell to 34%. The patient was given two 
transfusions and, except for a thrombophlebitis of 
the right leg, her post-partum course was unevent- 
ful. She was discharged from her local hospital 
July 23, 17 days after delivery. Two weeks later 
she began to have severe generalized headaches, 
accompanied by transient momentary flashes of un- 
formed bright lights. Vision was impaired so that, 
for example, she was able to see a clock, but could 
not see the numbers or the hands of the clock. Two 
years previously, while ironing, she experienced a 
similar episode; she saw flashes of light and vision 
was impaired. This persisted for only a few 
minutes and did not recur until the present illness. 

When readmitted to her local hospital, her 
hemoglobin was 54%, NPN 49.5 mgms. percent, 
and the blood pressure 180/100 (in a week it went 
to 160/90). There was a heavy deposit of albumin 
in the urine. The serum albumin was 3.24 grams 
and globulin was 1.4 grams. According to the 
patient, for the first three days of that hospital stay, 
she was totally blind; she was acutely disturbed 
and restraints were necessary. 

An ophthalmologist examined the patient one 
month after the onset of the visual changes and 
stated: “There is emptiness of the arteries and 
accentuation of the reflexes in the fundi. There is 
enlargement of the physiological cupping. No 
hemorrhage or exudates. Temporary blindness may 
be attributed to anemia or chronic nephritis.” 

When the patient returned home, a month after 
the onset of the visual changes, she felt that “every- 
thing was strange”; she was lost in her own apart- 
ment. She did not know which way to turn to get 
from one room to another; on several occasions her 


1From the Psychiatric Division, Bellevue Hos- 
pital and New York University, College of Medicine. 


husband found her in a room that she did not mex 
to enter. She stumbled into chairs and tables. Sy 
had difficulty sitting down in a chair; once she sx 
down on the floor while aiming to sit in a chai 
She has since learned to make certain the chair 
behind her before sitting down. She once sat 
the bathtub while attempting to sit on the near! 
toilet. Her husband noticed that she would sit t 
far away from the dinner table and that she ha 
difficulty in putting a cigarette into an ash tray, 

During all this period the patient was depresse 
She felt that she had an incurable disease, that li 
was hopeless, and she cried easily. Prior to he 
admission to Bellevue Hospital, she was given f 
electric shock treatments with no apparent chang 
in her depression or in her visual disturbances. Be. 
cause of the depression and “confusion” descrits 
above, the patient was sent to the psychiatric div: 
sion with the diagnosis of “parergasic reaction.” 

Physical Examination—During her stay in Be: 
levue Hospital she showed the following: 
blood pressure was 140/92. General medical stats 
was otherwise normal. 

The pupils were round, regular and equal; t! 
reacted well to light, directly and consensually, a 
to accommodation. The fundi showed no abnorn 
changes. Dr. Alfred Kestenbaum, of the visitin: 
ophthalmology staff of Bellevue Hospital, evaluat 
the visual fields as indicated in Fig. 1. Only cer: 
tral vision and the homonymous right upper qua. 
rants were intact. Optokinetic nystagmus was pres 
ent in both lateral directions. The remainin 
cranial nerves were intact. 

There was no motor weakness. The knee a 
ankle jerks were slightly more active on the rigtt 
Errors were occasionally made in the perception 
numbers written on the feet; there was no d 
ference in comparison of the two sides. The sensor 
status was otherwise normal for light touch, po 
tion and vibration sense and pin-prick. Neu 
logical examination was otherwise normal. 

Spatial Orientation—As indicated above, thet 
was marked impairment of the visual fields. 1 
patient walked cautiously, especially downstair 
and she made use of the intact upper visual field 
by gazing downward. She sat down on a chi 
very cautiously, feeling for the chair behind he 
before sitting down. This difficulty in sitting dow 
was not due simply to the loss of vision int 
lower fields, as evidenced by the following: # 
patient was made to stand behind a chair and ti 
come around the chair to sit down, looking at 
chair until the final move of turning the head {¢ 
ward and sitting down. She was then told to clo 
her eyes and sit down without guiding herself w" 
her hands. When she came around the left side 


the chair, she tended to sit on the floor on™ 
right side of the chair; when she came around ‘| 
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right side of the chair, she tended to sit on the 
loot on the left side of the chair. (This.same test 
was tried with several normals. They were able 
to sit on the chair readily and accurately.) 

On one occasion the patient was asked to draw 
: floor plan of the bed arrangement in her own 
dormitory room. She had been in this room for a 
month. She was able to place her own bed and her 
neighbor’s bed accurately, but she was completely 
unable to locate any of the others, not even the 
hed of a patient she had frequently attended, and 
whose bed was directly opposite her own. She 
knew the patient’s name; she could visualize her 
and describe her, but she had no idea where her 


bed was. 


1 
2b 


89 6) 50 40 30 


herself to various objects. She localized well the 
direction from which a voice came. There was no 
aphasia or apraxia. The patient is right-handed. 
Her brother and son are left-handed. 

Psychiatric Examination—At the time of ad- 
mission the patient was found to be depressed. She 
cried readily and begged for help. She referred all 
of her difficulties to her inability to do her house- 
work and confusion. She was well oriented in time, 
place and person. Recent and remote memory were 
good. Calculations were performed well. She gave 
no evidence of delusions or hallucinations. She 
seemed justifiably depressed because of her disabil- 
ities. She assumed that she was insane and would 
be sent to a state hospital. 


—180->— 
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Fic. 1—Visual fields by confrontation. Only central vision and the homonymous right upper quadrants 
are intact. The shaded areas indicate the fields on retesting. 


She could not say whether the kitchen was on 
the right or left side of the dining room, although 
sshe had eaten approximately 90 meals there. 

She could not draw a floor plan of the ward. 
She had no difficulty in indicating which direction 
She would have to go to get to various parts of 
the city. At times, there was a tendency to confuse 


the right and left side of her body. Aside from this 
there was no loss of body image. She made many 
mistakes in rearranging in proper order from 
me mory three objects that were placed in front of 
hi t. With the Kohs Blocks, she could do only the 
Simplest designs and she did these with great 
hesitancy. There were no alexia, agraphia, acalculia 
pr linger agnosia. There was no visual object 
Bsnosia or loss of visual imagery. She could visual- 
we and describe accurately people’s faces, and ob- 
: ts shown to her for a half minute. She had no 


miculty in appreciating the relative distance from 


Later, when the nature of her illness was ex- 
plained to her and assurance given that she was 
not psychotic, she showed marked clearing of her re- 
active depression. 

Psychometrics.—On the Bellevue-Wechsler adult 
intelligence test, the patient attained a composite 
I. Q. of 101. The verbal I. Q. was 113 and the per- 
formance I. Q. was 90. Her conceptual reasoning 
was good as indicated by the high score on the 
reasoning test. She showed tremendous falling off 
of functioning in the areas of form perception. 
Thus, on the block design test she could do only 
the first and simplest design and could not do any 
of the others. On the Wechsler memory scale she 
attained a memory quotient of 92. The impairment 
was in the area of visual recall. The disparity be- 
tween the I. Q. and memory quotient was not 
primarily indicative of a memory loss in the usual 
sense, but rather was caused by the subject’s in- 
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ability to organize visual patterns. The patient's 
difficulties with spatial relationships are indicated 
in Fig. 2. 

Laboratory Data—The hemoglobin was 13.8 
grams, the red blood cells 4,620,000 per cu. mm. and 
the white blood cells 6,400 per cu. mm. with a 
normal differential count. The urine had 30 white 
blood cells per high power field and the specific 
gravity was 1.023. The blood Wassermann test was 
negative. Antero-posterior and lateral X-ray views 
of the skull were normal. The initial spinal fluid 
pressure was 32 mm. of water. Dynamics were 
normal. The fluid was clear and colorless. There 
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difficulties indicates that the optic nerves are 
not involved. The normal optokinetic nystag. 
mus speaks against a lesion of the middk 
or posterior parts of the optic radiations 
Therefore, the be within th 
optic radiations or mor 


lesion must 
first part of the 
probably in the visual cortex (area 17 of 
Brodmann) involving the upper and lower 
lips on the right and the upper lip on th 


left to account for the three quadrant defect 
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were two lymphocytes per cu. mm. The Pandy, 
Wassermann and colloidal gold reactions were 
negative. 

Electroencephalography showed a slightly ab- 
normally slow record with a focus of diphasic spike 
seizure discharges and slow waves in the left 
parieto-occipital region, 
brain damage in this area. 

Air encephalography was attempted on two « 
casions and although each time 130 cc. of fluid wers 
removed and 120 cc. of air injected, only an o 
casional sulcus was visualized. There was no filling 
of the ventricles. 


suggestive of localized 


Comment.—The absence of optic atrophy 


nine months after the onset of the visual 


WRATING 


although a lesion on only the left side along 
with an extinction phenomenon cannot be 
ccluded. 


The spatial 


absolute ly ex 
disorientation may be ex: 
y a lesion in the left occipital re- 
gion (area 19 of Brodmann) or further for- 
ward in the parietal area. It is noted that 
the electroencephalogram showed chang 
indicative of localized brain damage in thi 
left occipito-parietal area. The lesion wa’ 
probably an ischemic infarct or hemorrhag' 
consequent upon the 
hypertension. 
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tion and right and left orientation accounted 
for her confusion which was very. likely the 
result of a focal cerebral lesion. Such a pa- 
tient with visual spatial agnosia, if not care- 
fully examined, might easily be mislabelled 
1s hav ing confusion of a more general nature 
occurring with diffuse brain involvement. 


It would seem that because of the organic 
defect, one should not have subjected the 
patient to electric shock therapy. The de- 
pression was a reaction to a distressing physi- 
cal disability and the depression decreased 
when the exact nature of the illness was 
made known to the patient. 
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CONDITIONED RESPONSE TO FELLATIO 


A. C. CORNSWEET, Pu. D., Commanoner, ( 


J.S.N.R., anp M. F. HAYES, M.D., 


Lr. ComMMANDER, U.S.N.R. 


Clifford Allen describes sexual oralism as 
“The obtaining of sexual pleasure from the 
application of the mouth to the sexual organ. 
It is a common perversion in both hetero- 
sexual and homosexual. Whether the female 
does the act to the male or the male to another 
male, the act is known as fellatio.” ‘This 
paper is primarily concerned with sexual 
oralism in males. An attempt will be made 
to define the identifying features in the homo- 
sexual personality structure and to evaluate 
the “signs” that separate the true homosex- 
ual from one who confesses 
who experiences some degree of inhibition 
in the expression of these urges. 

Approximately 200 male 
were seen and evaluated from a psychiatric 
and psychological point of view. The age 
ranged from 18 to 30. The type of partici 
pation in homosexual acts varied ; 
partial to sexual oralism, others had indulged 
in every form of homosexual 
The beginning of the homosexual trend was 
indicated by infantile sexual patterns, namely, 
masturbation during puberty. This act was 
later supplemented by mutual masturbation 
and as the individuals advanced through 
adolescence, they participated repeatedly in 
both the active and passive role in fellatio. 
Occasionally, they had attempted sodomy 
but it seemed to them “dirty,” “messy” or 
“not nice.” Some had attempted normal 
sexual intercourse but their satisfaction was 
incomplete and the experience frequently 
seemed to them disgusting. This feeling of 
disgust, however, was limited to women as 
sexual partners. Almost without exception 
these men revealed strong childhood attach- 
ments to their mothers or mother surrogates 
which continued throughout adolescence and 
persisted into adult life. 

Frequently these men described feelings 
of empathy that attracted them to other 
males. There are undoubtedly certain sec- 
ondary sexual characteristics which distin- 
guish the homosexual, and which are re- 
sponsible for this feeling. To them it is a 


“urges,” but 


homosexuals 
Some 


pel 


76 


but the homosexual’s 
gait, poise, timber of voice, facial appearang 
and clothes are certainly contributing factor 
in this psychic recognition. The esthetic in- 
terest which absorbs so many of these me 
is an additional bond that ties them to thei 
own kind 
The 

determine the intelligence of the group. Wit 
the mental deficients 
(I. Q.’s below 65) the entire group had 
1. O.’s of go or above, which is the normal 
limit of average intelligence. The group con- 
tained no psychotic individuals and with the 
exception of the two mental deficients, were 


“spiritual” feeling, 


Believue-Wechsler test was used 1 


exception of two 


all men who were aware of their homosexual | 


drives, able to appraise the universal dis- 
approval of their perversion but who never- 
theless made little or no attempt to channeliz 
their sexual expression into normal paths. 
Questioning revealed a specific type 
reaction which was common to those wh 
were confirmed in the practice of sexual 
oralism. These homosexuals appeared t 
progress from a generalized to a specific and 
localized homosexual wh 
participates in oral practices in his forma- 
tive and adolescent years receives his sensa- 
tions throughout his entire body; during 
fellatio his penis is erect and an orgasn 
generally follows. 


reaction. The 


The satisfaction from tht 
act can be said to be “felt throughout his 
body,” and he receives satisfaction from th 
orgasm. As the oral pervert grows olde 
there is a transition from this generalized 
reaction to one that is purely oral; during 
fellatio the penis is limp and orgasm occurs 
infrequently. His satisfaction no longer per- 
meates or innervates the body as a whol 
but seems to center. in the region of the lips 
mouth and oropharynx. This definite local- 
ization of sensation remains permanent with 
the confirmed fellator. It may be one of the 
reasons he is unable to alter the pattern of 
his sexual expression; however, it is ont 
of the diagnostic “signs” that distinguishes 
the overt from the latent homosexual. The 
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HAYES 


following three typical cases illustrate the 
development of this specific reaction. 


1. J. was an 18-year-old white boy who had 
completed the sixth grade of school. He failed in 
several classes. Since school was too heavy a bur- 
den for his inadequate personality he was frequently 
truant. At the age of 14 he was apprehended for 
truancy and sent by the juvenile court to a well- 
known training school for four years. It was here 


} that he began his homosexual practices. Although 


he infrequently attempted sodomy, he derived his 
createst pleasure from fellatio. This practice in- 
creased in frequency as he grew older. He stated 
that originally he “felt good all over,” but as his 
practice of fellatio continued there was the localiza- 
tion of sensation in his lips, mouth and throat. The 
fluid as well as the penis itself were exciting and 
satisfying and there was no other explanation for 
this feeling of pleasure. When he was released from 
the training school at the age of 18 he attempted 
sexual intercourse but considered it revolting, dis- 
satisfying and dirty. Consequently his homo- 
sexuality continued unabated. He tended to pick 
his partners by a certain feeling that possessed him 
about the “other fellow.” It was a “spiritual” at- 
traction that he was unable to explain. This youth 
had an I. Q. of 90, was dull in intelligence, re- 
stricted in judgment and lacking in insight. He was 
strongly attached to his mother, infantile and im- 
iature. He was not psychotic but was suggestible 
and had no insight into his situation. 


P. P., a man of 25, was aggressive and domineer- 
ing. He had no psychopathic background in his 
early youth. He graduated from high school and 
attended pharmacy school but never completed it. 
He was above average in intelligence but lacked 
judgment. At the age of 10 some other boys taught 
him to masturbate. At 12 he was practicing mutual 
masturbation regularly and had also attempted sod- 
omy but disliked it. At 14, he was “blown” and 
that appealed to him. He solicited these acts but 
it was not until the age of 17 that he rather hesi- 
tatingly attempted the rdle of fellator. Subsequently 
he acted as both the active and passive partner. 
Two years later, his homosexual acts became in- 
reasingly frequent and he was now more aggres- 
sive in his practices. He relates that it “gripped” 
him and that the sensation of “goodness” was now 
more localized than generalized. He also states that 
at times his penis was erect but at other times it 
was limp and he would be without orgasm. His 
specific desire for fellatio continued. He was not 
effeminate, but was interested in art and music. 
He appeared emotionally mature but the homosexual 
lrive was compelling. He accepted it as part of 
his personality and rejected the possibility of any 
readjustment. This individual, also, presented a 
picture of strong maternal attachment which never 
diminished in intensity. There was no evidence of 


neveh 
ychosis or any mental deterioration. 


W. B. was an extremely sensitive youth of 19 
who had been over-indulged and over-protected by 

Ss mother. He was an only child and his mother 


catered to his whims. She attempted to pick his 
companions, and to keep him away from the “bad 
boys.” He completed high school, was above aver- 
age in intelligence, and his main interests were 
music and drawings. At the age of 15, he practiced 
mutual masturbation, and was taught pedication by 
one of his friends. These practices continued for a 
period of one year when a close friend performed 
fellatio on him. After several such instances, the 
practice became reciprocal. He eventually became 
the sole performer of these acts and enjoyed them. 
He states that he experienced a “hungry” feeling in 
his mouth and throat; he visualized the act and 
had to partake of the practice. His one experience 
at sexual intercourse was unsatisfactory and in- 
complete and he never attempted it again. This 
youth also stated that his sensation of satisfaction 
was localized. When he first began the practice it 
was agreeable all over his body, but later there was 
a transition to the oropharynx. 

This youth was not psychotic and made an at- 
tempt at some readjustment but whenever his de- 
sires were aroused he reverted to his homosexual 
practices. 


The latent homosexual’s reaction present 
an interesting contrast to the overt homo- 
sexual. He describes his satisfaction as more 
general than local and states that bisexual 
trends are not uncommon. When he is 
drinking or under the influence of alcohol, 
however, the homosexual drive becomes 
manifestly greater and his generalized feel- 
ings of satisfaction are then more specifically 
localized. The following case history of a 
latent homosexual will serve to illustrate this 
point and demonstrate the transition from 
the latent to the overt expression of homo- 
sexuality. 


W. L. was an effeminate, ineffectual youth of 24. 
On interview he appeared fearful, apprehensive and 
mildly dejected. He confessed to homosexual drives 
which he had begun to notice at the age of 15. He 
had completed the 10th grade of school and had 
average intelligence. He had no special interests 
and while at high school participated in no sports 
or extra-curricular activities. His occupation had 
been farming at which he had worked intermittently, 
but even that was not sustained. He began mastur- 
bating at 14, and at 15 indulged in the act with 
others. When he was 16, he permitted sodomy to be 
performed on him but the experience had little ap- 
peal for him. He had also allowed fellatio to be 
practiced on him on several occasions and found 
that it stimulated him. However, he suffered con- 
flict over his homosexual drives and states that he 
married hoping to lessen these tendencies. He en- 
joyed sexual intercourse with his wife, did not 
practice cunnilingus and for a short time made a 
fair heterosexual adjustment. However at the end 
of 6 months, his interest in his wife lagged. He 
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began visiting various bars, drinking heavily and jt becomes generalized. With the homose 
participated in fellatio both as an active and passive ya] the process is reversed. The generaliz 
partner. Drinking released his latent exual 1 

feeling becomes eventually localized in ; 
drive, he divorced his wife and continued his a - - 

tivities around the bars. Sometime later he de region of the oropharynx. It cannot d 
veloped a “crush” on another young woman and nitely be stated what causes this. It m 
after a quick courtship remarried. Once more, h« be surmised behavioristically that the ch; 
hoped for a normal way of life but again in a short er 5 


time, tired and drinking, his inhibitions were r¢ 
leased. The subject stated that he received som«¢ 
satisfaction from sexual contacts with women but 


there was gradual shifting of his desires t il 
sexualism. His homosexual urges invariably mani 
fested themselves after alcoholic stimulation. H« 


also noted that his sensation of satisfaction was 1! 
creasingly oral. In the years to follow his trend will 
undoubtedly become completely overt. 

This man had some mild psychosomatic con 
plaints but never to the degree that medication wa 
necessary. He was not an explosive or spontaneou 
personality; nor was he psychotic in 
He had limited judgment and no mature reasoning 
ability. This case is typical of the latent hom« 
sexual who makes the gradual transition to the 
more active, overt pervert. The drive | ’ 
been present and with the proper stimulation « 
pressed itself. 


al aegrets 


In the foregoing pages it. has been noted 
that the sensation of the true homosexual, 
who is active in fellatio, emerges rather 
gradually from a state of generalized well 
being to a localization of these sensations 
This localization of sexual satisfaction may 
be a reversion to infantile behavior. The 


1-1 


baby derives its pleasure from suckling at 


its mother’s breast or the nipple of a bottle 


and there is a stimulation of the oral 
erogenous zone. The gratification of thi 


child must be oral originally but eventual 


learns to feed at its mother’s breast, ther 


the bottle, and eventually feeds itself but tl 
there are still present certain dormant pr 
esses that the individual originally learn 
later released to indicate the 
; in oral eroticism. 

In the latent homosexual conflicts 1 
till exist but he is in a period of transit 


These are 


that leads toward the overt expression of] 
tendencies. The homosexual admit 
the existence of his problem and accepts i 
The overt who indulges fr 
uently in 


overt 


homosexual 
fella localization 

s localization of sensation maj] 
listinguishing the true fellat 7 
from the malingerer who apes homosexuality 


1 1 


ut does not have the knowledge to descril 


; tio feels a 


sensation. Th 


the same localized sensations found in tl 
true homosexual. 

[t is also interesting to speculate whether 

llator’s satisfaction i 

nes from this same localized sensi- 

If so, it may be, that t! 


llator’s continued practice of the per: 


or not the female fe 


sion is because of a confirmed addiction} 
his type of stimulation, which the mal 
can only obtain by homosexual relation: 
‘ause of an immutable attrac: 


Onis own Sex. 
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THE SELECTEE AND HIS COMPLAINTS 
WILLIAM ROTTERSMAN, M.D., Atzanta, Ga. 


The routine use of psychiatric question- 
haires to aid in the sifting of military selec- 
lees became an accepted practice during the 
recent conflict. The questionnaires (Fig. 1) 
ised in this study were modifications and 
extensions of those we had previously used. 
An attempt was made to group, for ready 
scanning, questions forming symptom-com- 
plexes and questions having a psychiatric 
inter-relationship. Over 20,000  selectees 
were given the questionnaire used in this 
study. The examiners also used in evaluating 
the selectee all available information such as: 
school records, work records, medical and 
social service reports. 
the author has tabulated the 
completed questionnaires of 1300 selectees. 
Columns I, III, IV represent some of the 
selectees examined during February 1944; 
column II represents some of the selectees 
examined during June 1944. In columns I 
and II are selectees rejected for psychiatric 
(Those individuals rejected for 
mental deficiency or for failure to pass the 
pre-induction psychometric tests are not in- 
cluded in this series.) Column III contains 
selectees who passed the neuropsychiatric 
examination but were rejected for physical 
reasons other than neurological. Column IV 
accepted selectees. 


In Fig. I, 


reasons. 


lists The questionnaire 
used in June was a modification of the form 
used during February 1944 (see Fig. 1). 
During February 1944 the induction sta- 
tion psychiatrists were evaluating selectees 
on the basis of “Mobilization Regulations 
1-9,” * as modified by a memorandum which 
stated that individuals predisposed to or 
suffering from psychoneurosis would be 
rejected. During this period the psychiatric 
ejection rate, excluding mental deficiency 
and those who failed their pre-induction 
psychometric tests, was approximately 20 
percent. The psychiatric criteria by which 
selectees were examined in June 1944 were 
modified by Technical Bulletin Med. 33, 
\pril 1944 which stated that only individ- 


Standards of Physical Examination During 
bilization. 


uals suffering in the past and/or present 
from a personality disorder, partially or com- 
pletely incapacitating, would be rejected. 
During this period the psychiatric rejection 
rate was less than 10 percent. It should be 
noted that about the beginning of June 1944, 
Selective Service directives modified induc- 
tion policies so that fewer individuals over 
the age of 26 years were examined. 

Under each column heading opposite each 
question is listed the percentage of individ- 
uals in each group who answered these 
questions in the affirmative with the excep- 
tion of questions 15 and 16. The percentages 
shown for questions 15 and 16 are for those 
who answered in the negative. The fol- 
lowing is an analysis of the replies to the 
questions, with particular emphasis on such 
details as the author feels significant : 

Questions I and 2 referring to the selec- 
tee’s family were not given specific weight 
by the examiner except as a part of the 
general picture. Where there was a question 
of possible congenital predisposition such 
as in epilepsy, migraine, etc., the item was 
given further attention. Heart trouble, rheu- 
matism, weak spells, etc., in parents were 
often considered by the selectee as of the 
nature of a nervous breakdown. Psycho- 
neurotics and psychopaths frequently gave 
a history of familial nervous trouble(1) ; 
the nature of their complaints or ailments 
frequentiy paralleling those of their parents. 
Selectees coming from broken families were 
considered definitely greater risks(2) than 
those coming from a stable, secure parental 
environment. 

Question 3: Discharges from the National 
Guard or the Civilian Conservation Corps 
were frequently listed as military discharges. 

Question 4: The selectee’s evaluation of 
his health frequently varied directly with his 
eagerness or antipathy to entering the mili- 
tary service. Those individuals who con- 
sidered their health bad answered most of 
the questions in the affirmative. (In column 
II, those that did not answer this question 
were not pressed for an answer.) 
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Question 5: Affirmative answers fre- 
quently meant a routine physical examina- 
tion or check-up. 

Question 6: Mild upper respiratory in- 
fections were the basis for many affirmative 
replies. Frequently individuals who gave 
affirmative answers were found by further 
oral questioning to have actually lost little 
time from work, e¢.g., some “played” sick 
to the limit of their sick leave allowance. 

Question 7: An affirmative answer was 
frequently of little significance. Often the 
selectee would try to impress the examiner 
with his nervousness by asking him to look 
at the trembling of his out-stretched fingers. 
Hyperthyroidism was a rare finding. 

Question 8: This question for many se- 
lectees indicated their optimum level of adap- 
tation. For example, selectees frequently 
mentioned being too nervous to stand the 
noise and labor of the shipyards and having 
to return to their farms. Some, it was found 
on careful questioning, who answered this 
question in the affirmative actually returned 
to their farms solely to “make a crop.” 

Question g: Selectees frequently misinter- 
preted this question and listed hospitaliza- 
tion for organic conditions. They would 


mention vague ailments such as back trouble, 


kidney trouble, arthritis, weakness, trem- 
bling, etc., as having been nervous break- 
downs. 

Question 10: Some patients checked 
“monthly,” though they never became drunk, 
because this was the least frequent of the 
possible answers. (A space “not at all’? was 
put in the revised questionnaire, column II.) 

Question I1: Positive answers often 
referred to arrests for traffic violations. 
Frequent traffic violations and “accident- 
proneness” were considered significant. In- 
dividuals whose police record consisted of 
arrests for fighting, if not complicated with 
alcoholism, were often accepted, if their 
work record was satisfactory. A high pro- 
portion of these seemed to make a satisfac- 
tory adjustment in such adventurous branches 
as paratroopers, rangers, marines, etc. Occa- 
sionally, an individual was found who listed 
numerous arrests, yet a check of police rec- 
ords and a social service check-up failed to 
substantiate his statements. 

Question 13: Those employed in the con- 


struction field often listed frequent changes 
of jobs; therefore, positive answers were 
considered significant only where the selec- 
tee had frequent difficulty with his em- 
ployers or fellow-workers or was unable t 
give a satisfactory explanation for frequently 
changing jobs. Emotional instability, para- 
noid traits, and alcoholism were among the 
personality disturbances that often led to 
frequent changing of jobs. 

Question 14: Drug addiction was admitted 
to but rarely. Occasionally individuals listed 
the taking of aspirin or a patent medicine as 
the taking of dope. 

Question 15: This question was occasion- 


ally answered in the negative by individuals 
who were already married. The answer was 
always evaluated in conjunction with those 
to questions 10 to 20. 

Question 19: Probably 95 percent of the 
positive answers to this question were based 
on the fact that the individual thought he 
sometimes heard his name called. 

Question 20: Occasionally positive an- 
swers referred to an attempt of a draft board 

eet the selectee into the military service 
Husbands separated from their wives fre- 
quently blamed their wives or in-laws as 
being responsible for their having been called 
for induction. 

Question 21: Only four of the neuropsy- 
chiatric rejections (column I) were for epi- 
lepsy. Most of the positive answers referred 
to “blind spells” or “blind staggers’’ or 
faintness when the selectee sat up suddenly, 
saw blood or an accident, or became over- 
heated. Farm workers frequently offered 
complaints of “blind staggers” or “blackout 
spells.” These complaints may be due in 
part to strenuous work in hot weather ac- 
companied by excessive perspiration and 
chloride loss, or vasomotor instability with 
mild, transitory lowering of the blood pres- 
sure. The factor of transitory hypoglycemia 
as well as a carotid sinus zeflex was con- 
sidered. 

Question 22: A study of those answering 
this question in the affirmative revealed that 
63 percent of those in column I, giving a 
history of head injury, also complained of 
headache. In column III, 58 percent of those 
with a history of head injury complained 
of headache and in column IV, 56 percent. 
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Question 22A reveals the percentage of 
those in column II who gave a history of 
unconsciousness of a half hour duration 
or more. 
Question 23: 
‘oor vision or weak eyes, in the absence of a 
efractive error, had their history checked 
for previous manifestations of hysteria. Con- 
tracted visual fields, with or without color 
reversal were sometimes found. Some selec- 


Those who complained of 


tees gave a history of occasional loss of 
hearing. This, as well as difficulty in speak- 
ing, often was only an accompaniment of an 
upper-respiratory infection. 

Question 24: An individual frequently 
considered himself as having been paralyzed 
when at one time he had suffered a fracture 
or traumatic injury of an extremity. 

Question 25: Seven selectees (column I) 

were rejected for enuresis persisting to the 
time of the examination. Not infrequently 
seiectees would falsely claim persistent enu- 
resis. This was especially true of individuals 
in whom enuresis had persisted to a late age. 
The delayed development of sphincter con- 
trol was usually considered the result of 
anxiety in early childhood resulting from 
a hostile environment. The subsequent emo- 
tional immaturity often was manifested by 
varying degrees of psychoneurosis or psy- 
chopathic personality. 
. About 2 percent of the 
selectees complained of sleep walking oc- 
curring at least once every three months, 
persisting to the time of the examination. 

After tabulating the June selectees listed 
in Fig. 1, a tabulation made of the 
next 100 selectees giving a history of som- 
nambulism. Their age at the time of the 
examination and the age at which their sleep 
walking stopped were noted. The earliest at 
which somnambulism stopped was the age 
of 6 years. Twenty-one stopped before the 
age Of 13 years. 


Question 26: 


was 


Twenty-five stopped be- 
tween the ages of 13 and 18 years. Twenty- 
six stopped between the ages of 18 and 37 
years. Twenty-eight professed to somnam- 
bulistic episodes at least once within the 
past three months at the time of the interview. 


Question 27: Stuttering was compara- 
tively rare and was usually considered due 
to anxiety. Some individuals with extreme 
stuttering and stammering were able to speak 


freely and easil-' after the intravenous in- 
jection of a few cc’s of sodium amytal. In 
these individuals, the defect was considered 
as being due to anxiety. 

Question 28: Persistent finger nail biting 
was a frequent finding, so much so, that the 
writer, soon after completing the first part 
of this series, listed the next 100 consecu- 
tive cases of nail biting seen during Feb- 
ruary 1944. In this special group, the rejec- 
tion rate for those in the group who had 
bitten their nails, but had stopped, was 16 
percent; and for those in the group who 
still did, 33 percent. Of this hundred, 63 
were still biting their finger nails. In June 
1944, over 90 percent of those with a history 
of finger nail biting, past or present, were 
accepted. 

Question 29: A positive answer to this 
question was not considered serious unless 
the nightmares were frequent, had a tendency 
to seriously interfere with the selectee’s sleep, 
or indicated the presence of a fear incom- 
patible with military service, ¢e.g., a fear of 
firearms, homosexuality, etc. 

Question 30: The intensity of the pain 
complained of and its site varied consider- 
ably. About 35 percent of those complain- 
ing of pain in their chest located the pain 
in the left nipple region. I did not consider 
pain at this site as pathognomonic of neuro- 
circulatory asthenia, as have some writers. 

Those answering questions 30 to 36 in the 
affirmative fell into several groups, chiefly 
those with organic disease and those with 
psychoneurosis anxiety (anxiety reaction or 
hysteria). In this last group where anxiety 
was a prominent symptom, it was usually 
accompanied by an elevated systolic blood 
pressure and tachycardia. 

There was one group of individuals who 
displayed no objective evidence of anxiety, 
had a normal blood pressure and pulse rate, 
yet answered most, if not all, the questions 
30 to 36 in the affirmative. In a number of 
these individuals, it was noted that a mottled 
erythemia (flush) appeared over the selec- 
tee’s upper chest and shoulders while he 
was talking to the examiner. Within a pe- 
riod of seconds this erythemia frequently 
became confluent, and after a minute or two 
disappeared. They were considered to have 
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a vasomotor instability or vegetative imbal 
ance accompanying periods of anxiety. 

Question 32: Most of the answers re- 
ceived were similar to those for question 21 
which referred to fainting spells. “Those who 
complained of dizzy or “blackout spells’ or 
“blind staggers” often stated that they also 
suffered from “torn up nerves” and “weak 
trembles.” 

Question 35: An affirmative answer was 
not considered significant unless accompanied 
by other evidence of an anxiety reaction, or 
the perspiration was so excessive as to caus 
sogginess and maceration of the skin; for 
example, the soles of the feet. 

Question 37: The complaint of stomach 
trouble frequently referred to occasiona 
dyspepsia. Those individuals complaining of 
stomach trouble, or stomach ulcers, who pr 
sented satisfactory documentary evidence of 
this condition as proving incapacitating or 
X-ray evidence of pathology were rejected. 
In the absence of documentary proof, thy 
individuals whose histories were suggestive 
of peptic ulcer were given a GI series. About 
20 percent of those X-rayed proved posi- 
tive for peptic ulcers. In column I, 12 per- 
cent of those who complained of stomach 
trouble also said they suffered from stomach 
ulcers; in column III it was 6 percent and 
in column IV it was 6 percent. Those selec 
tees with a history of undue pre-occupation 
with their GI tracts, such as a marked fadism 
in foods, a long history of rigid dieting or 
frequent medical care, were usually rejected. 

Question 40: Selectees answering this 
question in the affirmative had stool and 
proctological examinations. If these were 
negative, they were accepted unless the his- 
tory was indicative of idiopathic ulcerative 
colitis. 

Question 41: Headaches were evaluated 
on the basis of etiology and degree of dis 
ability. If not disabling nor likely to prove 
so, the individual was accepted. Individuals 
complaining of headache, who had a his- 
tory of skull fracture, or a loss of conscious- 
ness of 3 hours or more following an injury, 
etc., were carefully checked neurologically, 
by laboratory, X-ray and psychological tests. 

Question 44: In the absence of a signifi- 
cant personality defect or X-ray findings, 
back pain was evaluated on the basis of 


history, physical, neurological findings, and 
laboratory tests were indicated. 

Question 45: An affirmative answer usv- 
ally meant that the selectee felt he worried 
too much or needlessly. Frank, incapacitat- 
ing phobias were rarely elicited. 

Question 47: The diagnosis of a cyclothy. 
mic personality was infrequently made. 
‘“Manic-depressive psychosis” was a very 
rare diagnosis. Those individuals whose 
personality defects had schizophrenic color- 
ing were considered schizoid or schizophrenic 
personalities. 


DISCUSSION 


[he answers of 1300 selectees to a psy- 
chiatric questionnaire revealed that the aver- 
e selectee offers numerous complaints 
nost of which in themselves are usually of 
no great significance. Often, in regard tc 


the selectee’s state of health, they were more 
ndicative of the condition of his morale and 

ctional well-being than of organic pa- 
thology. It is well recognized that no selec- 
tee should be accepted or rejected merely 
on the basis of his answers to a question- 
naire ; one must evaluate the total personality 
[he questionnaire is merely a time saving 
evice and not a diagnostic instrument. Tests 
of skill, education, intelligence, ability to 
learn, etc., should be similarly evaluated. 
If the questionnaire had been given to col- 
lege students as part of a classroom exercise, 
the answers probably could have been con- 
sidered quite reliable. It is altogether another 
matter when they are submitted to selectees 
) know that their future status will be 
partially determined on the basis of their 
answers. Procedures that to a certain ex- 
tent attempt to determine the acceptability 
of selectees by scoring their answers on a 
questionnaire are, in my opinion, fallacious. 

\lthough my study of these predisposing 
factors (insecure home life and persistent 
anxiety “‘neurotic traits’ in childhood) are 
iplete at present for statistical 
they indicate that these factors were 
considerably higher in combat casualties than 
they were in these acc pted selectees. That by 
no means indicates that the presence of pri- 
mary behavior disorders in childhood pre- 
cludes a soldier from functioning satisfactor- 
ily in combat. I have had occasion to see 
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the Pacific Theater who gave histories of 
having had several primary behavior disor- 
ders (neurotic traits ) in childhood, some per- 
sisting to the time of the interview. Yet, 
these individuals exhibited no overt behavior 
defects such as would preclude their utiliza- 
tion in future combat. 

Although it is now generally recognized 
that any personality will break if placed 
under sufficient stress, nevertheless, those 
individuals whose pre-military history indi- 
cates the presence of a neurotic character 
are less likely to make an adjustment to and 
sustain the emotional demands of military 
service. For the most part, individuals who 
became psychiatric casualties after a few 
days of combat and were not, after a brief 
period of hospitalization, returnable to duty 
were individuals with severe personality de- 
fects prior to their induction into the mili- 
tary service. 

High morale * helped retain as military 

2War morale has been considered “as synony- 
mous with the determination to achieve military 
victory over the national enemy’ (3). It may be a 
plus or minus depending on the final sum which 
is secured by adding up such factors as: quality of 
leadership, military training, esprit de corps, ma- 
terial factors on the home front, the military situa- 
tion, creature comforts, disease, etc. 

The individual soldier who exhibits a willingness 
to return to combat usually does so because of some 
knowledge of what he is fighting for (although his 
concepts may not be crystallized into high sounding 
phrases), a hatred of the enemy, a strong attach- 
ment to his comrades and organization, a fear of 

is comrades’ scorn and social condemnation if he 
should “quit.” He has an individual integrity which 
In part consists of a reluctance to “let down” his 
comrades, superiors and country. 

[hose members of a military unit that have been 
eparated for long from their friends and home and 
nave repeatedly seen the ranks of their comrades 
thinned by death and injury, require more than 
esprit de corps, a brief rest and good food to return 
them psychologically prepared for combat. They 
must, as Mira(3) has pointed out, fear the con- 
equences of defeat, hate the enemy leaders re- 
ponsible for the war, love the consequences of 
‘tory, and be supported by a civilian population 
0 should approve the sacrifices that they them- 
elves are called upon to make. Deprivation, suf- 
cring and danger must be shared by all the people 


| authorities, and not just the fighting men. All 
must understand and approve the political and moral 
asis lor the war. The forces leading him to combat 
must be stronger than those drawing him home. 


effectives both those with “normal” char- 
acter structures and those with “neurotic” 
characters. The average individual who 
broke down during combat did so because 
of an overwhelming hostile environment that 
isolated and threatened him with annihila- 
tion. The basic personality structure, morale, 
fatigue, disease, etc., all affected the thresh- 
old level at which the soldier broke, and the 
extent to which these were corrected deter- 
mined the readiness with which his symp- 
toms were cleared up. 

Current psychiatric opinion considers ma- 
lingering a rarity, and even when diagnosed 
as such a form of psychopathy. Conscious 
exaggeration of symptoms (shrimshanker- 
ing) and lying were quite frequent among 
selectees. (When the individual adopted 
more than a weak, flimsy, ramshackle de- 
fense against the examiner, and formulated 
a carefully thought out, artful plan to evade 
the military service, I considered him a 
malingerer.) Although malingerers were 
rare, they were not unknown, nor did all 
of them fit into the usual criteria for psy- 
chopaths. An occasional one was a so-called 
“pillar of society.” * 

Some psychiatrists feel that the selectees 
who voice numerous complaints should be 
rejected, as they consider them, ipso facto, 
a poor military risk. In many instances, this 
merely indicates the state of the individual’s 
morale, and although poor morale is a seri- 
ous defect, it is often a labile characteristic 
and not necessarily a deep-rooted, permanent 
psychiatric defect. An induction psychiatrist 
should reflect more than sweetness and light ; 
some skepticism and group responsibility are 
healthy attributes. 

In the course of examining tens of thou- 
sands of selectees, the lack of knowledge on 
the part of many of them concerning in a 
broad sense the world about them and the 
reasons “why we fight,” exceeded my most 
pessimistic expectations. Many of these in- 
dividuals possessed but a meager education, 
and outside of their immediate community 
only limited social contacts and a narrow 


8 The psychoanalyst might hasten to point out 
that for every act on a “conscious” level, there is 
an even larger substratum of sub-conscious motiva- 
tion. I am not in disagreement with this viewpoint. 
What a malingerer is, is a matter of definition. 
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cultural horizon. They had found during 
this war opportunities unparalleled in their 
experience. Take the selectee who, instead 
of earning nine dollars a week on a farm, 
receives some sixty dollars a week as a 
rigger in the shipyards and is now enjoying 
such blessings as flow from security. This 
individual, at the same time, is about as 
familiar with quantum mechanics as he is 
with world politics and the deeper signifi- 
cance of current events. He feels little 
“group responsibility” ; therefore, the numer 
ous complaints he voices at the induction 
station follow logically. To a certain extent 
his behavior is a “cultural norm.’ All too 
often have I seen men receive congratula- 
tions when rejected and condolences when 
accepted. 


Too many soldiers were labeled “psycho- 
neurotic.” This was partially due to the 
nosology of the psychoneurosis which proved 
even more deficient during the war than in 
time of peace. Goldstein(4) had advised, 
“we should not speak of war neuroses but 
of anxiety states and conversional states 
due to war situations.” Although our cul- 
ture has given rise to a high incidence of 
neurotic character structures (neurotic in- 
dividuals), it was shown to be inadvisable 
to consider situational maladjustment in a 
previously normal individual a “psychoneu 
rosis.”” Unless the soldier’s condition was 


merely the carry-over of a neurosis fro 
civilian life, it might have been advisable ; 
label him “military maladjustment” if | 
were to be medically discharged. They 


should a neurotic condition manifested in th 
military service continue to be present after 
returning to civilian life, on the basis of , 
long term view, he should be considered fo; 


the diagnosis of psychoneurosis. 


SUMMARY 


The incidence was given of complaint 
among certain groups of selectees as ascer- 
tained by the use of a psychiatric question- 
naire. A number of observations were mac 
as to the significance of these complaint 
and their evaluation by the psychiatrist a 


an induction station. Morale as a prognosti 
factor is discussed, and in the less sever 


neurotic morale was considered the determin- 


ing factor as to suitability for military servic: 
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PSYCHONEUROTICS IN COMBAT 
LT. COL. MARVIN R. PLESSET, M.C., A.U.S. 
Division Neuropsychiatrist, Infantry Division 


Psychiatry is undoubtedly a science, but 
not so exact a science as some other branches 
of medicine. To it cannot be applied Koch’s 
principles. Emotions, proper or improper, 
cannot be cultured, nor measured in diopters 
or millimeters. Emotions are considered as 
to kind and intensity, and measured quantita- 
tively by “‘a lot or a little,” “too much or not 
enough.” When these variables reach a cer- 
tain (?) intensity or lack thereof, a diagnosis 
of “psychoneurosis” may be made. Physi- 
cians, and laymen too, recognize psychoneu- 
rosis as a syndrome of emotional difficulties, 
but the word to each person may mean some- 
thing different. And even to psychiatrists 
whose stock in trade it is, its meaning is not 
exact—as for instance myopia or carcinoma, 
diabetes or scarlet fever. 

In the army a psychiatrist cannot be con- 
cerned with theory or semantics. A soldier 
is either a psychoneurotic or he isn’t. He 
is either mildly, moderately or severely so; 
and he is so described. But before complet- 
ing the diagnosis, the psychiatrist must con- 
sider whether or no the soldier is fit for com- 
bat, or for overseas duty, or for any duty; 
and having determined this (with or without 
the aid of a crystal ball) he applies the 
proper description of intensity—“mild”’ being 
usually fit for any duty and “severe” usually 
fit for no duty. It is apparent that the psy- 
chiatrist must first make a prediction as to 
the soldier’s future adjustment and then 
make a diagnosis suitable to that prediction. 
The psychiatrist must also bear in mind the 
state of the nation’s and the army’s man- 
power situation as reflected by medical direc- 
tives, the tenor of which may change fre- 
quently from “All neurotics must stay in the 
army’ to “All of them must be forthwith 
discharged.” In theory present attitudes lie 
somewhere between. 

It is indeed unfortunate that neurosis is 
not black or white, and that there are in- 
numerable shades of gray. In these shades 
ol gray lies the army psychiatrist’s dilemma. 
He must ponder long the problem of “how 


much neurosis is compatible with this or that 
duty and especially with combat duty ?” 

It is not always possible in the army to 
dispose of men who appear to be undesirable. 
Furthermore it is, and has been, one of the 
functions of the division psychiatrist to sal- 
vage and to encourage the retention of men 
rather than to increase the loss of manpower. 
For these reasons and others, there were 
remaining in my division after the gang plank 
was raised, 138 men who during training had 
presented sufficient adjustment difficulty to 
necessitate psychiatric attention. Most were 
the chronic complainers who were referred 
by their unit surgeons. They represented an 
assortment of neuroses and so-called consti- 
tutional psychopathic states. It was with 
some apprehension that I viewed their future 
adjustment to combat, and in order to sal- 
vage some satisfaction through the virtue of 
prophetic powers, I labelled the records of 25 
of these as especially poor risks. I anticipated 
seeing most of the group of 138 in the first 
few days of combat or perhaps even earlier, 
for these were the “known” problems. 

None of these cases had received any in- 
tensive treatment, although all had received 
superficial therapy—usually in one rather 
brief diagnostic interview. My primary aim 
was to make an attempt at proper assign- 
ment, and even this was not always possible. 

During training some of the personality 
disorders appeared to be mild, some rather 
severe. A few brief case histories of the 
latter type will indicate the personality dis- 
orders involved: 

CasrE I.—Soldier aged 25—first seen August 1944 
at which time he had 22 months’ service. His family 
history was not significant. He had completed the 
8th grade at the age of 14. Civilian work history 
was poor, he had never been able to hold a job 
because he became nervous. In the Army he had 
many different assignments, in none of which did 
he adjust. In order to get out of one unit, he 
volunteered for the Paratroops. He said he left 
the latter organization because of a back injury. 
His complaints were headaches, ease of fatigue, 
shortness of breath, stomach trouble, weight loss, 
insomnia, nervousness, fainting on two or three 
occasions, and continuous back pain. (There was 
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no evidence of any organic disease.) His unit 
commander stated, “Soldier has continually avoided 
work, disappears without permission, frequently 
becomes intoxicated, misses formations, and con- 
stantly offers physical complaints. When ordered 
to go over the night infiltration course, he disap- 
peared in the darkness and returned to barracks.” 
He was seen in consultation several times and 
finally in September 1944 his discharge by Sec. 
VIII! was recommended. Due to overseas ship- 
ment, this was never carried out. Soldier served 
as a litter bearer throughout combat and at termi- 
nation of the war was still on duty. 


Case II.—Soldier aged 24—married—first seen 
September 1944, at which time he had 9 months’ 
service. Family history—he was the youngest boy 
of three children; father died when he was 4. 
Soldier completed 6th grade at the age of 14. 
Work history was fairly good. He complained of 
dizzy spells, nervousness and especially of pain 
in an old herniorraphy scar and in the testicles. 
He was extremely dissatisfied with his lot; said 
he had no enemies, didn’t know why he was fight- 
ing or why he should be in the army. His com- 
pany commander said soldier was undesirable and 
could do no job well. Because of the soldier’s 
attitudes, he was labelled as a poor risk for com- 
bat. He remained on duty throughout combat as 
a rifleman in an infantry company. He received a 
Purple Heart for wounds, and a Bronze Star Medal 
for bravery. At termination of the war, he was 
still on duty. 


III.—Soldier aged 28—married—first seen 
June 1944 at which time he had 4} years’ service. 
He was the youngest child in the family. Family 
history was otherwise not significant. Soldier com- 
pleted the roth grade at the age of 16. He worked 
on the family farm prior to induction. His chief 
complaint was pain in a wrist and knee as well 
as in the scar of an old burn of the back; other 
complaints were headaches, shortness of breath 
and nervousness. He had been hospitalized in an 
army general hospital where the diagnosis was 
“conversion neurosis” and the recommendation was 
“Duty in the U. S.—not fit for overseas duty.” 
His company commander found him undesirable 
and not useful in any capacity. Soldier served in 
a motor pool of an infantry battalion throughout 
combat and at termination of the war was still on 
duty. 


Case 1V.—Soldier aged 28—married with two 
children—first seen June 1944, at which time he 
had more than 3 years’ service. Family history 
revealed that his parents had been separated for 
16 years, and that his mother had been in a state 
mental hospital for 4 years. Work history indi- 
cated intermittent and variable employment. Soldier 
completed the 7th grade at the age of 16. He 
complained of headaches, dizzy spells, nervousness. 
He said that he felt “all tore up” and that he 
had periods when he remembered nothing he did 


1 An administrative discharge (rather than medi- 
cal) for constitutional psychopathic states. 
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for a whole day. During the interview, he was 
tense and fearful. He had four courts martial for 
A.W.O.L. He was labelled as a poor risk fo, 
combat. During combat he served in an infantry 
battalion, and received the Bronze Star Medal for 
heroism. At termination of the war he was still 
on duty. 


At the end of 30 days of combat, only one 
of the entire group had been evacuated for 
“exhaustion” (army terminology in medical 
units forward of evacuation hospitals for psy- 
choneurosis or other psychogenic disorders), 
No other had been evacuated for any reason 

137 were on duty. “Duty” is not a partic- 
ularly descriptive term for combat in winter, 
for living and fighting in snow and mud, for 
cold food and often little sleep, for constant 
proximity to death or injury, for loneliness 
and fear—but “duty” is the only available 
word. During the first month, one had been 
decorated with a Bronze Star for bravery. 

After 60 days of combat—3 had _ been 
admitted to the Division Clearing Station for 
“exhaustion,” 134 remained “on duty.” In 
the subsequent 3 months of combat there 
were no other admissions from this group for 
“exhaustion.” Eighteen had been evacuated 
or transferred for other reasons (2 had been 
killed in action, I was a battle casualty, 7 
were non-battle casualties and 8 were trans- 
ferred for various reasons). At the termina- 
tion of the war there were 120 remaining on 
duty. Nine had received a Purple Heart for 
wounds, 8 had received a Bronze Star Medal 
for heroic or meritorious service. 

It is axiomatic that neurotics are poorly 
able to tolerate stress. In a general way, this 
is probably true. But are all stresses the 
same to all psychoneurotics, and further, does 
the neurotic maintain a constant potential to 
withstand a known stress; or is the potential 
a variable, subject to change with alterations 
in personality produced by new experiences? 
‘rom a dynamic view only the last must be 
answered affirmatively. On a static basis of 
interpretation many thousands of men witha 
wide variation of psychopathies have been 
rejected for overseas service. There is no 
known method for measuring accurately the 
quantity of neurosis or personality disorder 
and especially of determining its peculiar 
significance for the individual and its relation 
to an unknown situation. The basis for re- 
jection is therefore highly empirical and 
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speculative and subject to all the inequalities 
of training and experience of psychiatrists. 
This review of 138 cases certainly does not 
establish any fundamental truths, but it does 
‘ndicate that all neurotics do not necessarily 
break down in combat; just as it indicates 
that there are some things the average psy- 
chiatrist (e.g., the author) does not know, 
namely :—which neurotics will or will not 
break down. It is true that in this group, 
many were assigned to jobs within their 

capab ilities, but no one should assume that 
any job in an infantry division provides a 
safe or comfortable existence conducive to 
the well-being of neurotics. 

Is it possible that some (if not many) of 
those who have been rejected for service and 
those discharged from the Army with per- 
sonality disorders could adjust to military 
service, including combat? There is no doubt 
that neurotics are not, and would not be 
particularly happy in the service. There is 
no doubt that many (although not all) are 
quick and eager to complain, to consciously 
gerate and dramatize symptoms, and 
therefore possess much nuisance value. Un- 
fortunately it is often this nuisance value 
which takes precedence over symptoms and 
possible assets and actually encourages dis- 
charges. Despite all regulations to the con- 
trary, the average company commander does 
not want men in his company who “cannot 
keep up,” complete all the marches, or who 
get into trouble. Some company commanders 
desire only men who should really be clas- 
sified not 1-A but double 1 double A. It has 
long been known that there are not enough 
of these to go around, and that strangely, 
the average soldier is somewhere between the 
best and the worst. Pressure from unit com- 
sail to dispose of “personnel problems” 
or those who do not “measure up” entirely is 
undoubtedly another factor in disposing of 
many men—men who could perform ade- 
quately (even though not excelling). Of 
importance then to the manpower problem 
(as well as the democratic principle of ser- 
vice by all who can perform duty) is the 
question: Can neurotics function in combat ; 
aided if necessary by therapy, encourage- 
ment, or by “force” (i. e., refusal to recog- 
nizé many neurotic symptoms as justification 
lor release from duty) ? 
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That many A Magri can serve use- 
fully within the U. S. is common knowledge. 

3ut in general ia induction i 1S discouraged 
by mobilization regulations, and their assign- 
ment to combat is “viewed with alarm.” 

It is possible that there has been too much 
emphasis on finding and diagnosing psycho- 
neurosis. How many of the rejected thou- 
sands could have adjusted to the service 
(including combat), no one will ever know. 
Despite the plethora of tests for detecting 
neurosis and personality disorders in mi- 
nutest quantity and severity, there is no re- 
liable measuring stick upon which to base 
rejection for this or that duty or even any 
duty at all. Obviously psychotics and totally 
incapacitated neurotics present no problem. 
But where is the dividing line for rejection 
or acceptance for all other gradations of neu- 
rosis? Is enough known about personality 
structure, to warrant predictions of behavior, 
except in the most general terms and in the 
most extreme cases ? 

Certainly a practical laboratory method 
of determining an individual’s tolerance is 
to expose him to the actual stress involved. 
From the small group of cases here pre- 
sented, one can presume that many predic- 
tions may be unwarranted. 

Perhaps there has been too much concern 
over negative factors and too little concern 
over positive factors. Certainly a panting 
eagerness to detect personality disorder is 
unjustified, and even when such is more or 
less obviously present, should we not search 
more diligently for assets in personality 
which might be nurtured under proper tech- 
niques and circumstances? We know 
little of the psychologic motives which keep 
men in battle. Many neurotics who pre- 
viously complained bitterly of headaches, 
dizziness, ease of fatigue and various aches 
and pains carry on in battle despite symp- 
toms. Some psychopaths who seemed devoid 
of sense of responsibility, and full of hostility 
toward the army carry out their duties with 
distinction. Much has been said of mech- 
anisms of escape—too little about the mech- 
anisms of “sticking it out.” Such techniques 
as stimulation of patriotism, of sense of 


too 


duty and responsibility, of pride in unit, 
(and other group feelings) are used with 
benefit in the army. 


Could not a similar 


Was 
4 
St 
lor 
qt + 
ess 
a9 
T 
it 
¢ 
Or 
1 
“ly 
1 
VES 
T 
he 
a 
e 
er 


gO -SYCHONEUROTI 


program have rehabilitated many civilian 
neurotics for military service ? 

It would be well to bear in mind con- 
stantly that while the task of the civilian 
psychiatrist is often to help a patient satisfy 
himself, and to function efficiently and con 
tentedly, the goal of the army psychiatrist 
must be efficient functioning of an individual 
as a soldier without primary regard to his 
satisfaction or contentment. Symptoms that 
arise from dissatisfaction are not always in 
capacitating. Many people suffer in war 
The criterion of one’s ability to perform mili 
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tary duty should not necessarily include ha 


CONCLUSION 
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soldiers with known emotional illness adjyg 


to the Army with the same relative ease a 
those without these problems. Certain} 
they do not. But there is evidence that man 

hem can adjust (although with difficulty 


to training and combat. 


lt is not intended that the material pre. 
ited should be construed as evidence the 
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A REPORT ON THE USE OF THE WECHSLER-BELLEVUE SCALES 
IN AN OVERSEAS GENERAL HOSPITAL 


MORTON I. TEICHER Ist Lr., MAC, ann T/5 ERWIN SINGER, Assam, INb1A 


A recent review of the literature on the 
\Wechsler-Bellevue test(1) indicated the op- 
portunity for further investigation and data. 
This report is intended to summarize a rel- 
atively brief experience with the use and ap- 
plication of the test in the neuropsychiatric 
section of the 20th General Hospital, an 
\merican military installation, located in 
\ssam, India. 

During the period from June 17, 1945 to 
September 17, 1945, the test was adminis- 
tered to 128 soldiers, an effort being made 
in each case to analyze the scatter and test 
performance for diagnostic purposes. The 
dates during which the test was given coin- 
cided with the Assam summer months when 
the rain and heat of the monsoon are not 
conducive to optimum test performance. 
Other factors also contributed to the diffi- 
culties. The psychometrician worked in a 
small room, located in a hospital ward and 
partitioned off from the rest of the room by 
a bamboo mat. Through this partition passed 
all the noise of the ward, including the sound 
f a radio. The noises made by psychotic 
patients receiving insulin and electric shock 
therapy about 20 yards from the psycho- 
metrician’s office were a constant part of the 
test situation. Airplanes from a nearby field 
buzzed overhead, the roar of their motors 
blending unharmoniously with the loud tones 
i the radio and the shrill noises of the psy- 
chotics in an unending cacophony. All the 
test results must be evaluated in terms of 
these conditions which were obviously such 

to make this a unique—and far from 
ideal—setting. 


\nalysis for diagnostic purposes was made 
on the basis of the discussion by Wechsler 
(2) and the manual from the Menninger 
Clinie(3). The information contained in 
these two sources was combined to make a 
table of characteristic sub-test relationships 
lor each clinical syndrome. A scattergram 
showing the relationship of sub-test scores 
was drawn up for each subject and was then 
analyzed in terms of the table to determine 


his diagnostic group. The psychologist’s 
report included a statement for each subject 
indicating in which diagnostic group his 
scatter and test performance tended to place 
him. This usually preceded the psychiatric 
examination and was used by the psychia- 
trist as an aid in arriving at a diagnosis. 

We have compared the psychologist’s esti- 
mate of the subject made on the basis of 
analyzing ‘the test performance and scatter 
with the psychiatrist’s final diagnosis in each 
of the 128 patients tested. An arbitrary scale 
from 0 to 100 was used to evaluate the de- 
gree to which they coincided. If, for ex- 
ample, the psychologist’s report indicated 
that a patient’s test performance and scatter 
resembled that of an acute paranoid schizo- 
phrenic and the psychiatrist diagnosed that 
patient as a chronic paranoid schizophrenic, 
the degree to which these two statements 
coincided was estimated as 75. The results 
of the comparisons were considered “‘good” 
if they ranged from 75 to 100; “fair,” if they 
ranged from 30 to 74; and “poor” if they 
ranged from o to 29. The following table 
shows the results of this study for the major 
diagnostic groups. 


No. Good, Fair, Poor, 
% % 
Psychoneurotics .. 62 26 16 58 
Psychopaths ..... 22 45 10 45 
POL 109 52 8 40 


sest results were obtained among the psy- 
chotics. In this group, the psychologist’s 
estimate and the psychiatrist’s diagnosis 
coincided 100% in 11 of the 13 cases. Com- 
parisons were considered perfect only when 
the psychologist’s estimate and the psychia- 
trist’s diagnosis agreed as to severity as well 
as to type of psychosis. 

The highest degree of failures was re- 
corded among the psychoneurotics. This 
may be related to the fact that our syndrome 
characteristic table listed eight different 
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forms of psychoneurosis. The results of the 
comparisons were considered “poor” if the 
psychologist’s estimate correctly indicated 
the existence of a neurosis but failed to coin- 
cide with the psychiatrist’s diagnosis as to 
type and severity of the neurosis. 

As seen above, the psychologist’s analysis 
was correctly indicative in 52% of the cases, 
which is somewhat higher than the 30-40% 
reported by Rapaport(3). 

Nineteen cases are not reported in the 
above table. These include a group of Io 
alcoholics which is discussed below and 9 
mental defectives for whom no scatter 
analysis was attempted. Scatter analysis is 
not considered practicable for mental defec- 
tives except to differentiate them from deteri- 
orated schizophrenics. Their scores are on 
so low a level as to invalidate the inter- 
pretations otherwise given to sub-test re- 
lationships. 

The group tested included patients hos- 
pitalized in the neuropsychiatric section, out- 
patients and patients being treated in other 
parts of the hospital who were referred for 
psychiatric consultation. There were 74 
white and 54 Negro soldiers. The median 
length of overseas service was 18 months, 
with a range of 4 to 42 months. The median 
length of total military service was 31 
months with a range of 12 to 58 months. 
Forty-seven per cent of the group were mar- 
ried; 6% had been separated or divorced. 
Of the entire group, 11% had some combat 
experience. The remainder were service 
troops, concerned with building and main- 
taining the Stilwell Road and convoying sup- 
plies over it to China. 

Median age, education and IQ of white 
and negro subjects is shown below : 


No. Age Education IQ 

74 26 84 years QI 
6 54 25 8 years 80 
128 25 81 years 84 


The low IQ scores are explained partly 
in terms of the adverse conditions under 
which the test was given. Furthermore, the 
group included a large number of mental 
defectives who were referred to the neuro- 
psychiatric section specifically for intelligence 
tests so that administrative proceedings for 
separation from the service could be initiated. 


BELLEVUE SCALES [July 1946] _ 
The test used is the old Form L of th | tion to | 
Wechsler-Bellevue scale, including all twely nostic al 
sub-tests: vocabulary, comprehension, infor. different 
mation, similarities, digit span, arithmetic the psy‘ 
picture arrangement, picture completion through 
block design, object assembly, paper form In one | 
board and digit symbol. Much of the materia! chiatric 
for the performance tests had to be impro. no sign 
vised, since a full copy of the test was not pertorm 
available. resemble 
The alcoholics comprise a separate cate. schizopl 
gory since here the clinical diagnosis wa; | Investig: 
arrived at first and the Wechsler-Bellevue | chotic ” 
test was administered afterward, partly in patient s 
order to determine whether or not a com: the Int 
posite scattergram for the alcoholic could x phrenic, 
worked out. Although the group(1o) is This 
small, certain characteristic patterns of the tim« 
sub-test relationships were discovered, a and sca 
follows: measur¢ 
t. There was marked lowering of the per- a psych 
formance mean score as compared with the | a one 
verbal mean. examplh 
2. Comprehension was somewhat impaired more th 
as measured against the vocabulary level but nostic 1 
within normal limits of the test mean. definite 
3. Information was excellently preserved Phe his 
and was superior to the vocabulary level. estimat 
1. Arithmetic was superior to digit span coincid 
5. Similarities was well retained, usually signilic 
equal to or somewhat higher than vocabulary under | 
6, Picture arrangement was severely im- that in 
paired and almost always lower than picture results 
completion. the nee 
7. Object Assembly was the most vulner- It must 
able of all the sub-tests and consistently ren- tory p! 
dered the lowest score. : We ar 


8. Block design was the best retained of 
the performance tests. 

There was a striking similarity in the per- 
formance of all to subjects which tends t 
indicate the validity of these relationships 
and the probability that their appearance ina 
scattergram is diagnostic of alcoholism. 

Use of scatter analysis for diagnostic pur- 
poses does not imply that a mechanical 
method of arriving at psychiatric diagnoses 
has been devised nor is it to be inferred that 
the psychologist is attempting to take over 
the psychiatrist’s function of making clinical 
diagnoses. Scatter analysis must be regarded 
as a diagnostic aid in much the same sense 


that biological laboratory procedures are 4 
diagnostic aid in general medicine. In addi- 
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, to being a helpful and important diag- 
nostic aid, scatter analysis can be of value in 
differential diagnosis and it can often provide 
the psychiatrist with leads to be followed 
through in his examination of the patient. 
In one interesting instance, superficial psy- 
chiatric examination of a patient uncovered 
no significant pathological material. His test 
performance and scatter, however, clearly 
resembled that achieved by an acute paranoid 
schizophrenic. This led to further clinical 
investigation during which sufficient psy- 
chotic material was produced to warrant the 
natient’s being dispositioned to the Zone of 
the Interior as an acute paranoid schizo- 
phrenic, which was the final diagnosis. 
This single instance would almost justify 
the time spent in analyzing test performance 
and scatter since it contributed in no small 
measure to preventing the return to duty of 
a psychotic with possibly serious results. It 
is unnecessary, however, to rely on a single 
example. Our observations show that in 
more than one out of every two cases diag- 
nostic inferences were drawn which were of 
definite value and use to the psychiatrist. 
The high degree to which the psychologist’s 
estimate and the psychiatrist’s diagnosis 
coincided (52% of the cases) is particularly 
significant in view of the adverse conditions 
under which this work was done. The fact 
that in a large proportion of the cases, the 
results of the comparison were poor points to 
the need for further refinement of technique. 
It must be remembered that biological labora- 


tion 
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tory procedures are by no means infallible. 
We are dealing here with a relatively new 


procedure and a good deal of further investi- 
gation is needed. Increased accuracy will 
come about as scatter analysis becomes more 
firmly rooted in an understanding of the psy- 
chodynamics of human behavior and less 
dependent on characteristic sub-test relation- 
ships arrived at through empirical observa- 
tion. The more we learn about wy these 
relationships appear in a given clinical syn- 
drome, the greater will be the degree to which 
the psychologist’s estimate and the psychia- 
trist’s diagnosis coincide. 


SUMMARY 


1. The Wechsler-Bellevue test was admin- 
istered to a heterogeneous group of 128 pa- 
tients in an overseas general hospital under 
rather adverse conditions. 

2. The test performance and scatter of 
each patient was analyzed in order to deter- 
mine diagnostic implications. 

3. The psychologist’s estimates and the 
psychiatrist’s diagnoses were compared. In 
52% of the cases, they coincided markedly. 
In 8% of the cases, they coincided to some 
degree and in 40% of the cases, they differed 
to a considerable degree. 
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guilt-laden conflicts and helped precipitate 
episodes in which he became totally ineffe 
tive. 

Auto-fellatio is possible only to those in 
dividuals who have the necessary physical 
flexibility. It is probably given consideratio1 
by many an autistic pervert, but, its executi 
being impossible, they either resort to 
turbation or develop along homosexual 1i 


CONCLUSION 


1. Reference is made to the first record 


_[July 


and a second one 


was overtly homo- 
latent homosexual 


uto-fellatio, narcis- 


is discussed. 


nest S. Clinical 
Psychiat., 95: 131, 


tions 
tain 

Ano 
was | 
of th 
the “ 
seas 

vious 
serge 
adde 
rank 
requi 
adju: 


ereal 
medi 
and 
At 1 
throt 
brou 
a or 
only 
abili 
skill: 
cook 
abili 
depe 
more 
liste 
dam: 
unit: 
with 
disc 
seen 
of c 

Ir 
focu 
thos 
Ove 
man 


Gene 


i 
| 
| 
las 1¢ 
Th 
the r 
BIBLI APHY 
Se 
ariny 
twee 
= 


July 
nd one 


homo- 
sexual 


narcis- 


Clinical 
5: 131, 


PERSONAL PROBLEMS RELATED TO ARMY RANK ' 
MAJOR JEROME D. FRANK 
Medical Corps, Army of the United States 


The purpose of this study is to investigate 
the relations of stresses connected with posi- 
tions of responsibility in the army to cer- 
tain personal reactions of army personnel. 
An opportunity for the study of this problem 
was afforded by a small number of soldiers 
of the top four non-commissioned grades— 
the “‘sergeants’—included in a group of over- 
seas psychiatric patients which has been pre- 
viously reported(3). The vast majority of 
sergeants are easily able to cope with the 
added problems and responsibilities of their 
rank. It was felt that the study of a few who 
required special aid in making a satisfactory 
adjustment would be of value for several 
reasons. 

Sergeants occupy crucial positions in the 
army organization. They form the links be- 
tween the commissioned officers and the 
great body of enlisted men. They are im- 
mediately responsible for executing orders, 
and exercise important leadership functions. 
At the same time they are the channels 
through which the problems of the men are 
brought to the attention of the officers. As 
a group they excel the average soldier not 
only in intelligence, character and leadership 
ability, but also in the possession of special 
skills. They are the experts, the mechanics, 
cooks, gunners, clerks, on whose specialized 
abilities the functioning of the modern army 
depends. As leaders and specialists they are 
more difficult to replace than the average en- 
listed man, and their disability more seriously 
damages the efficiency and morale of their 
units. Study of certain problems connected 
with their position, therefore, with a view to 
discovering how best to meet them, would 
seem to be worthwhile from the standpoint 
of conserving valuable manpower. 

In induction centers attention tends to 
focus on past history in the effort to exclude 
those apt to break down in army service. 
Overseas, on the other hand, where available 
manpower must be fully utilized and evac- 


1From the Service of Neuropsychiatry, 118th 
General Hospital. 
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uation kept at a minimum, interest centers on 
the prevention and cure of psychiatric dis- 
order through the constructive modification 
of immediate personal-situational relation- 
ships. These may be relatively easily ob- 
served in sergeants because they tend to be 
subjected to severer emotional stresses than 
the average soldier. By virtue of their posi- 
tions they not only have heavier responsi- 
bilities but are apt to be focal points for the 
tensions of both other enlisted men and 
officers. 


COMPARATIVE SURVEY 


Most of the cases on which this study is 
based were the men of rank technician fourth 
grade or higher included in the group of 
psychiatric patients reported by Fox and 
Schnaper(3). These were compared with 
the enlisted men of the rank of corporal or 
lower in the same group. A few subsequent 
cases were added to each group for ease of 
comparative handling. As in the previous 
study, the members of the hospital detach- 
ment were used as controls. 

Although there were no significant dif- 
ferences in types of clinical picture or inci- 
dence of certain predisposing background 
factors, the psychiatric disabilities of the 
sergeants, as contrasted with those of the 
other enlisted men, were much more often 
considered to be service connected (see 
Chart II). This suggests that stresses con- 
nected with army service are of more dy- 
namic significance in producing psychiatric 
breakdown among sergeants than among — 
other enlisted men. 

The distribution of the different types of 
reaction was essentially the same in the two 
groups. In both, the most common reaction 
was anxiety or depression. Next in fre- 
quency was hypochondrical complaining, 
tinged with anxiety. Resentment was overtly 
manifest in about the same proportion among 
both groups. Of the psychotic reactions, 
acute, brief episodes were seen with slightly 
greater frequency among the sergeants than 
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among the remainder, while chronic psy- 
chotic states occurred slightly less frequently 


among the sergeants than among the other 


enlisted men. Although the frequencies « 
different reaction types differ slightly in the 
two groups, these differences are probably 
not significant. 

Using the data of the previous study(3), 
the incidence of certain background factors, 
personality traits, and aspects of army expe 
rience was tabulated separately for hospi 
talized sergeants and other enlisted men, and 
for the sergeants and other enlisted men in 
the hospital detachment as controls. Chart | 
presents the six items which yielded the 
most clearcut results. These are: a high 
school education or better (High School) ; 


Key To __Chert 
cent roi- Sergeants -Patients- Sergeants 


100% 99 7 60 SO 40 30 20 10 0 1 20 3% 40 W % 


High School 


Service 


Sociable 


Unstable 


Veurosis 


Nervous 


Cuart I.—Relative frequencies of certain back- 
ground and personality factors in hospitalized ser- 
geants and other enlisted men compared with nor- 
mal controls. 


military service of three years or more (Ser- 
vice) ; estimates of the personality as sociable 
(Sociable), or as emotional, often with as- 
sociated vasomotor instability (Unstable) ; 
a family history of neurosis or alcoholism 
(Neurosis) ; and a past history of neurotic 
traits (Nervous). In Chart I, frequency 
values for patients lie to the right of the 
central vertical line, those for controls to 
the left of the line. For each item the top 
rectangles represent sergeants, the bottom 
ones other enlisted men. 

More sergeants than other enlisted men 
had a high school education or better. How- 
ever, fewer hospitalized than control ser- 
geants were this well educated, and the same 
holds for the other enlisted men. This sup- 
ports the clinical impression that one factor 
causing sergeants to breakdown is being 


| July 
given responsibilities beyond their educa- 
tional «qui IV below). 

More sergeants than other enlisted men 


pment (see case 


‘ved in the army three years or more. 
controls than 
\pparently men 


why ve successfu come through three 
yea rmy ser\ somewhat better 
| to it 

\ ociability is a personality attribute 
tendi zx to make for promotion, it is not sur- 
prisi that more sergeants than other en- 


able in both hos- 
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listed were rated aS 


» 
pitalized and control 


Conversely 
emotional instability was slightly less often 


pparent in the sergeants, but here the most 


-Patients, other E.M. 


OD LOD LOD LOD 
Yes No Yes Yes“ No 
Neurotics Pey tics Total 
Cuart I].—Percentage frequencies of line of 
luty status of psychiatric disabilities in hospitalized 
ergeants and ier enlisted men. 


significant difference was between hospi- 


talized and control groups, regardless of 
rank. 

Family history of neurosis and _ history 
of neurotic manifestations prior to induc- 
tion were about equally frequent in hos- 
other enlisted men, 
but significantly less in the corresponding 
at; 

In Chart II the psychiatric disabilities of 
the sergeants and other enlisted men are 
classified in accordance with whether they 
were considered to have been incurred in 


pitalized sergeants and 


controls 


2In the control group, only a small number of 
history of neurotic mani- 
festations, compared with a significantly larger 
number of the other enlisted men, suggesting that 
adequately adjusted sergeants may tend to be more 
stable than other enlisted men even though psychi- 


the sergeants had a past 


atrically disabled ones are not. 
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line of duty (LOD Yes), or as existing be- 
fore induction (LOD No). Patien*s whose 
disabilities were considered to be caused by 
their own misconduct were also clssed as 
line of duty “No.” It will be seet that a 


large proportion of the sergeants’ dis ities, 
contrasted with a much smaller nu per of 
those of the other enlisted men, were ‘assed 


as line of duty “Yes.” The marked pre’ ‘nder- 
ance of service-connected disabilities ‘mong 
the sergeants holds true for both neur? ‘ic and 
psychotic patients considered sepd¥ately.' 
This fact, in conjunction with the same fre- 
quency of certain predisposing background 
factors in the two groups, bears out the sup- 
position of the greater relative dynamic im- 
portance of current situational factors among 
sergeants. 


CLINICAL DISCUSSION 


The upper four non-commissioned grades 
are positions of special advantages as well 
as special vulnerabilities, arising from the 
fact that sergeants are enlisted men who 
carry out some of the functions of officers. 
With respect to the other enlisted men they 
tend to be foci of resentment as the “im- 
mediate agents of discomfort’(4), actual 
executants of what may be a resented order. 
Resentment may take the form of accusations 
of favoritism, of scorn because of supposed 
servility to officers, and so on. In addition, 
sergeants are objects of envy from those who 
covet their positions. The fact that they too 
are enlisted men not only increases their ex- 
posure to hostility from the others but lessens 
their protection against it. They lack the 
buffer afforded by the social distance a com- 
mission confers. Finally because of their 
special abilities or responsibilities, they are 
apt to be called on for a greater expenditure 
of effort than the average soldier, especially 
at certain times. 

Certain important stabilizing influences 
counteract these insecurities. Sergeantcies 


8 Only two of the psychotic reactions among 
sergeants were classed as having been present be- 
fore induction (LOD No) which is to be expected, 
since a man manifesting psychotic trends from the 
time of induction would be unlikely to be made a 
sergeant. One of the cases was a paretic whose ill- 
ness first became manifest some time after induc- 
tion, the other, a cook with a simple schizophrenic 
reaction, 


carry not only a financial reward, but pres- 
tige, as positions of responsibility, leadership 
and recognition of special skills. Sergeants 
have the ego-strengthening knowledge that 
they occupy key-positions. Non-commis- 
sioned officers clubs give them the support 
springing from group solidarity, as well as 
protecting them to some extent from the 
pressures outlined above. 

For almost all sergeants, the assets of the 
position more than counterbalance the dis- 
turbing elements, enabling them to function 
securely and effectively. Psychiatric casual- 
ties appear to occur characteristically among 
a small group, often of superior intellectual 
and characterological endowment, who have 
come to rely too heavily on achievement and 
approbation to allay a sense of personal in- 
security. Anything which threatens their 
ability to meet successfully the demands of 
their position may result in an emotional 
disturbance. For example, certain men who 
have regarded bodily vigor as the main in- 
strument of their success may react exces- 
sively to physical disability, as in the fol- 
lowing cases (cf. I, p. 134): 


Case I.—This 24-year-old intelligent, well built 
negro staff sergeant, a horse trainer in a mounted 
unit, was admitted from furlough complaining of 
vomiting and headache. He stated that he had been 
in vigorous health until he was trampled by a horse 
about two and one-half months previously. Three 
days afterwards he developed hematuria and a pain 
in the left flank, for which he was hospitalized 
about 6 weeks. His symptoms persisted and he 
was unable to work. Finally his Commanding 
Officer suggested that he take a furlough. The 
patient took this to mean that his usefulness to the 
unit was over and that he would probably be dis- 
charged from the army. As he put it “when I 
accepted the leave I thought probably I would be 
dismissed.” His vomiting and lower abdominal 
pains started en route to the leave area. 

The patient’s mother is described as highly ner- 
vous. The father had been a semi-invalid for 25 
years following a hip injury. The patient described 
himself as hot-tempered in childhood, but other 
neuropathic traits were denied. He was a purpose- 
ful, highly ambitious individual whose life was 
characterized by continuous achievement. He con- 
tributed to his family’s support from an early age. 
He helped earn his way through high school by 
selling papers, and through college by athletic 
ability. At the time of induction he was in process 
of earning enough money to take graduate courses 
in library and social work. His wife was a college 
graduate and social worker. His army record had 
been without blemish. 
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In hospital he showed excessive concern about 
his condition, with tearfulness, agitation, and worry 
about its effect on his future. He slept poorly and 
complained of dizziness and headaches. He ex- 
aggerated his complaints and had dramatic attacks 
of lower abdominal tearing pain which appeared to 
be hysterical in nature. Careful review of his 
physical status revealed no cause for his complaints, 
nor was there any evidence of residual renal injury. 


CasE II.—This 24-year-old white chemical war- 
fare sergeant in a bomber group appeared on ad 
mission to be completely disabled by sciatic pain in 
the left leg. He was bedridden, failed to respond 
to treatment, showed emotional disturbances, and 
seemed to be exaggerating his pain and disability, 
so was transferred from the orthopedic to the psy- 
chiatric service. There were definite but slight 
physical signs of sciatica. 

His father for years had used “foot trouble” as 
the reason for being a poor provider, and his 
mother frequently had to work. She at one time 
had a “nervous breakdown.” The patient was 
powerfully built but short and felt physically in- 
ferior to his larger, younger brother. From child- 
hood he was restless, overactive and aggressive. He 
had an excessive drive to achieve financial indepen- 
dence, working nights while he went to school, and 
later taking both day and night jobs which he 
changed frequently. At 20 he suffered a “break- 
down,” cured by working in an institution where 
his mother was a matron. He finally settled on 
tree surgery as a career. He was engaged to a 
girl of superior educational level to his. 

Shortly after induction into the army he injured 
his back on the obstacle course, but had no further 
difficulty until about six months before admission 
when he awoke one morning with severe back and 
leg pain. Shortly before this he had been trans- 
ferred to a new squadron and promoted to sergeant. 
He was repeatedly hospitalized without permanent 
relief, relapses usually being brought on by violent 
exercise. 

In hospital he gradually unfolded his resentment 
because he felt so little had been done for him, 
and because of the implied accusation that he was 
“gold-bricking”; his dissatisfaction with his new 
assignment because the new organization appeared 
less interested in his subject than the old one, and 
his worry about the effect of his disability on his 
career. As his attitude gradually changed from 
aggressive defensiveness to relaxed confidence, he 
became able to walk without support and with 
only a slight limp, and the mood disturbances 
largely subsided. 


The fathers of both these patients had been 
physical invalids and poor providers. This 
probably helped to produce in the sons a con- 
tempt for physical weakness, an overem- 
phasis on bodily strength as a prerequisite of 
success, and a determination to be better 
earners than their fathers were. It probably 
also heightened their sensitivity to the impu- 


[ July 


tation of malingering. Both men were emo- 
n of superior educa- 
lings of insecurity. 
ctional elaboration 


tionally related to wom« 


lirect expression 


emotional disturbance, partly an effort 


to refute t mplied charge of malingering. 

Case I was the fin: mainstay of his 
family. His success was partly due to his 
abundant energy and strength. There are 
hints of over-ambitiousness and emotional in- 
stability, but his life was an unbroken tri- 

iphal march until his accident. This threat 
to his health mobilized all his underlying 
nxiety. His use of word “dismissed” 
sums up the loss of status which he felt had 


y inferior to his 
younger brother. After a period of frantic, 
settled on a career 


of tree surgery, which required considerable 
agility and strength. His disability threat- 
ened his prospects of continuing with this 

ork. An added source of insecurity was the 
relative disinterest of organization in 


his special field of chemical warfare, result- 
bation similar to that 
occurring when men are misclassified (see 
idence of the flare- 


ing in a loss of appr 


case V below). The coin 
up of symptoms with his promotion is prob- 
ably fortuitous in this man, who appeared to 
welcome responsibility. 
The records similar 
apparent greater 
among negroes 
may be related to their greater dependence 


contain two other 
cases, both negroes. he 
frequency of this reaction 
g 

on physical labor as a means of gaining eco- 
nomic and personal security. 
These cases illustrate the 


distinguishing functiona 


importance of 
al elaboration of or- 
ganic disability from malingering. Men who 


have functioned successfully for some time as 
sergeants are a priori unlikely to malinger, 
because this behaviour is inconsistent with 
the personality attributes which made them 
h men even the faintly 
implied accusation of malingering compli- 
cates the therapeutic problem. It arouses 
hostility, blocking the rapport necessary for 
treatment. It increases the symptoms by in- 
tensifying the underlying anxiety, and causes 
the patient to cling to them all the more 
firmly to demonstrate that he is really ill. 


good sergeants. In suc 


1946 | 

Exc 
allay a 
entiou: 
tain m 
when 
they a 
fatigue 
result 
threat 
a typic 
down 
doubte 
thresh¢ 
With « 
series, 
manife 
vulner: 
brough 

Atte 
haustit 
hours ° 
that tk 
their 11 
such e 
crease 
finishe 
the dri 
cessful 
proval 


CASE 
20-year- 
end of | 
ness,” ¢ 
sleep at 
tress. 
no findi 

His n 
younger 
he was 
father 
as stub 
age of 
year hi 
career y 
ment, ai 
white 
his bro 
to take 
an office 
meticulk 

Durin 
night s¢ 
position 
termaste 
seas he 
Officer a 
was the 
day and 


mo- 
rity. 
tion 
sion 
fort 
‘ing. 

his 

his 
are 
in- 
tri- 
ireat 
ying 
sed” 
had 


his 
ntic, 
reer 
rable 
reat- 
this 
s the 
yn in 
‘sult- 
that 
(see 
jare- 
yrob- 
ed to 


milar 
eater 
lence 
eco- 


ce of 
f or- 
who 
me as 
inger, 
with 
them 
aintly 
ympli- 
‘ouses 


1946 | 


JEROME D. FRANK IOI 


Excessive reliance on good performance to 
allay anxiety may reveal itself in overconsci- 
entiousness. Driven by chronic anxiety cer- 
tain men work exceptionally hard, especially 
when the demand for work is limitless and 
they are under pressure from above. The 
fatigue produced by excessive effort may 
result in reduced efficiency, leading to a 
threat of demotion and increased anxiety, 
a typical vicious circle. The eventual break- 
down is then attributed to “overwork.” Un- 
doubtedly exhaustion in itself lowers the 
threshold for emotional disturbances(6). 
With one or two possible exceptions in our 
series, however, the overwork was itself a 
manifestation of the constellation of personal 
vulnerabilities and situational stresses which 
brought about the collapse. 

Attempts to restrain such men from ex- 
hausting themselves by working too long 
hours would be justified by the consideration 
that thei total output would be greater if 
their iminediate output were less. However 
such efforts would fail, and might even in- 
crease the anxiety in the face of the un- 
finished task, unless the insecurity underlying 
the drive to work were recognized and suc- 
cessfully met by, for example, generous ap- 
proval for the work already completed. 


Case III.—This dapper, superficially self-assured 
26-year-old technical sergeant was admitted at the 
end of his furlough, complaining of “sleeping sick- 
ness,” characterized by repeatedly dropping off to 
sleep at work, tremulousness and epigastric dis- 
tress. He was physically normal, and there were 
no findings suggestive of narcolepsy. 

His mother died when he was 4, and he and his 
younger brother were raised in an orphanage until 
he was 13. He was never on good terms with his 
father who drank heavily, and whom he describes 
as stubborn. Despite having to work from the 
age of 13 he achieved the equivalent of a second 
year high school education by 17. His civilian 
career was characterized by purposive self-improve- 
ment, and a progression to increasingly well-paid 
white collar jobs. He stinted himself to put 
his brother through college, and persuaded him 
to take ROTC so that he now had a chance to be 
an officer. He had always been hard-working and 
meticulous, with a heavy sense of responsibility. 

During basic training he studied accounting at 
night school, to which he attributed obtaining a 
position in the subsistence commissary of the quar- 
termaster corps. Immediately after coming over- 
seas he volunteered to go into the interior with an 
officer and open up a trucking route. He stated he 
was the only volunteer. He worked 14 hours a 
day and felt that the help given him was inadequate. 


In this setting his attacks of sleepiness began. At 
the close of the mission he was recommended for 
Warrant Officer, but no opening was available. 
He then worked at a base section until he was 
transferred to a tropical island, he believes because 
his superiors suspected that his persistent sleepiness 
was due to carousing at night. He had to do hard 
physical work at first there, and developed poor 
appetite and epigastric distress. His sleepiness con- 
tinued and he was soon transferred to a less respon- 
sible position on the ground that his work, though 
very well done, was too slow. This alarmed him: 
“When they start transferring a technical sergeant 
from here to there he’s definitely no good. I’ve 
been kind of worried about what they were going 
to do to me.” At this time tremulousness and weak- 
ness first appeared. 

In hospital he was given an opportunity to ex- 
press his dissatisfactions and fears. He implied, 
rather than actually expressed, resentment at hav- 
ing been given extra work and at not having had 
sufficient assistance. His attitude appeared to be 
one of hurt bewilderment that such an excellent 
worker as himself should be so shabbily treated. 
He took great pride in his training: “I feel I 
know my job as a technical sergeant should.” 
Benzedrine was given as a subsidiary therapeutic 
measure. His nervousness and sleepiness gradually 
diminished and he was sent to a replacement center 
for reclassification. 


This patient’s love-starved childhood cre- 
ated in him a strong need for affection and 
approval, which he satisfied by becoming a 
model citizen, gaining approbation by hard 
work and good deeds. A special source of 
security was his attempt to make himself in- 
dispensable to his younger brother and hold 
his love by constant help and guidance. This 
succeeded so well that the brother has ex- 
celled him. His satisfaction at this must have 
been tempered with anxiety at the realization 
that the brother no longer needed him. In 
the army he continued to strive successfully 
for approval, taking on all the work offered 
to him and being the only volunteer for an 
arduous assignment. His reward for this was 
in his eyes, to be overworked and given in- 
sufficient help. His sleepiness, which first 
appeared in this setting, probably represented 
both an attempt to escape from this disagree- 
able situation and a form of sulking at being, 
as he felt, both exploited and neglected. 
This feeling was intensified by failure to 
receive an expected promotion. The result- 
ing increase of symptoms reduced his effi- 
ciency so far that he was transferred to a 
less desirable job. He stressed the hard 
physical labor involved, as if this were a 
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further sign of coldness and lack of apprecia 

tion from his superiors. His symptoms be 

came acute when a second transfer to a less 
responsible position raised the threat of de 
motion, making it clear that he had definitely 
lost the approval he had always relied on to 
allay his anxieties. 

In some insecure men, with a limited 
education and often from a rural enviro 
ment, personal stability may be threatened 
by promotion. They feel inadequate to the 
new assignment and become anxious and 
depressed. This reaction seems identical with 
the “promotion depression” of civilian life 
(2). Positions of leadership are especially 
apt to produce this reaction, possibly because 
of the potential exposure to hostility which 
goes with them. The following case is 
illustrative : 


Case IV.—This 25-year-old sergeant in the et 
gineers was admitted complaining aggressively of 
pains in the ears, dull burning in the head, and ¢ 
eralized muscular stiffness. In addition he « 
plained of unreality feelings, loss of initiative, px 
sleep, poor memory and concentration, poor appe 
tite, constipation and weight loss. He said, “I don't 
want any responsibility.” 

He was brought up in a rural area, and was sic] 
until the age of 16. He reached only the sixth 
grade, stopping because of the necessity of earning 
his living. He worked as a carpenter, living at 
home, until enlistment. 

Shortly after arrival on a tropical island he | 
three attacks of fever, two of which were identifi 
as malaria. He made a good recovery and worked 
hard on construction work. A few months before 
admission a slight injury to his right shoulder 
necessitated his giving up baseball, his favorit 
pastime. Somewhat later he learned that his fiances 
had married someone else. His head and ear symp 
toms began at about this time. Soon thereafter his 
organization returned to the mainland and he wa 
promoted from technician fifth grade to sergeant 
and placed in charge of some men who wert 
strangers to him. He felt that he should have been 
made technician fourth grade, which carried the 
same pay but without the command responsibilities, 
for which he regarded his education as insufficient. 
He stated that the “men would not take orders’ 
and that his commanding officer was “cranky.” 
Under these circumstances his bodily 
rapidly increased. The possibility that they were 
due to a recurrence of malaria was ruled out by 
their failure to respond to intensive anti-malarial 
therapy. During a nine weeks’ hospital stay his 
condition showed no significant change. 


symptoms 


This man came from a rural background 
and had received only a limited education 
He had satisfactorily withstood the rigors 
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the tropics. His vulnerability had been 
reased. by a shoulder injury, depriving 

him of his favorite form of recreation, and 


a personal misfortune. His promotion, 


en as a reward for good work, to a 

sition requiring leadership over strangers, 

t him in a situation to which he felt totally 
inadequate and caused a marked increase 
in symptoms 

rl case illustrates that good working 
abits and docility need not be synonymous 
wit dership abilit Men whose good 


performance is motivated by a constant need 
rm excellently in sub- 
dinate positions, yet be overwhelmed by 


xiety when prol ted 

[The case material also includes a man who 
developed incapacitating “stomach trouble” 

1 promotion, leading him to do so poorly 
that he was demoted for inefficiency. He 
recovered rapidly, only to relapse two years 
later when he was again promoted. 


threat 
to their ego if not permitted to utilize the 


Certain men experience a severe 


Spt ial skill by means of which they had 
achieved stetus in civilian life (cf. 5, p. 266). 
Being placed at work for which they are not 
trained gives them the feeling of having lost 


id also exposes them to unaccus- 


+ 
Lda SLC, 


tomed criticism for poor performance. This 
can be disastrous in persons whose self- 
respect is deeply involved in their work, and 
who lack sufficient plasticity to adjust to 
new activities: 
Case V.—This 48-year-old sergeant was admitted 
plaining of paresthesias and a sense of disten- 
sion of both lower extremities. He was tearful, 
tremulot ind app¢ ured depressed and discouraged. 
Physical examination demonstrated no organic 
Both | parents died of arteriosclerosis. He 
completed two years of college, then served five 
yeal the Navy. For fifteen years before en- 
listment he was a physiotherapist in a leading state 
mental hospital. 
He stated that he enlisted on the basis of verbal 
surances that he would be used as a _ physio- 


therapist, being partly 
to lag behind his brothe 
and his son-in-law, an 


motivated by a desire not 
r, a captain in the marine 

corps, army sergeant. He 
was made a supply sergeant in a combat outfit and 
took part in two battles and five landings in the 
tropics. He strongly disliked his job, and was 
subjected to what he felt was unwarranted criticism. 
His symptoms appeared when, in addition to his 
developed sores on his feet. He 


other t 
eventually achieved transfer to a general hospital 


rials, he 
1] 


1946] 


in the 
Unfort 
time ai 
increas 
turned 
Here 
the ne 
demon: 
bution. 
compla 
to cont 
to this 
to priv 
work, | 
He be 
did not 
asked 
His en 
howeve 


Thi 
cessfu 
recog! 
cept f 
health 
there 
Expos 
and a 
drain 
down. 
be bei: 
did n 
marke 
he felt 
formai 
by the 
enlistit 
therap 
to his 
to tho 
pacitat 
ingly 
vate it 
with n 
althou; 
accept 

A si 
ability 
year-o) 
a direc 
pigeon 
serve ; 
so he 
month: 
either 
became 
ful, ur 
hospite 


July 


been 
ving 

and 
tion, 
to a 
pers, 
tally 
rease 


‘king 
mous 
good 
need 

sub- 
d by 


who 
uble” 
oorly 

He 


years 


threat 
re the 
y had 
266). 
re not 
ig lost 
accus- 

This 
» self- 
k, and 
ust to 


dmitted 

disten- 
tearful, 
yuraged. 
organic 


is. He 
ved five 


fore 
ng state 


£ verbal 
physio- 
sire not 
marine 
ant. He 
utfit and 
s in the 
and was 
“riticism. 
n to his 
feet. He 
hospital 


1946 | 


JEROME D. 


FRANK 103 


in the hope of being permitted to do physiotherapy. 
Unfortunately no such work was available at the 
time and he was assigned to odd jobs. He became 
increasingly despondent, obtained a furlough, and 
turned in to this hospital. 

Here he was put to work as physiotherapist in 
the neuropsychiatric section and was allowed to 
demonstrate that he could make a valuable contri- 
bution. He cooperated enthusiastically and his 
complaints became insignificant. He was so eager 
to continue at his work that he accepted transfer 
to this organization although it meant being reduced 
to private. For several months he did excellent 
work, but then the issue of rank reasserted itself. 
He became increasingly dissatisfied because he 
did not promptly regain his sergeantcy, and finally 
asked to be transferred to another type of job. 
His emotional disturbances and bodily complaints, 
however, did not recur. 


This man had made an apparently suc- 
cessful civilian adjustment on the basis of the 
recognition accorded to his occupation. Ex- 
cept for a hint of about his 
health resulting from his parents’ illness, 


overconcerm 


there is no evidence of previous anxiety. 
Exposure to the tropics, combat experiences, 
and a dermatitis with its chronic nervous 
drain prepared the ground for his break- 
down. However, the chief cause appeared to 
be being placed in occupations for which he 
did not feel fitted and which involved a 
marked loss of status, emphasized by what 
he felt to be unjustified criticism of his per- 
formance. His resentment was heightened 
by the disappointment of his expectation on 
enlisting that he would be used as a physio- 
therapist. His rigidity, probably partly due 
to his age, prevented successful adjustment 
to those conditions, and he developed inca- 
pacitating anxiety and depression. He will- 
ingly accepted reduction to the rank of pri- 
vate in order to get back to his specialty, 
with marked improvement in his symptoms, 
although he could not for long comfortably 
accept a reduced rank. 

A similar example of difficulties from in- 
ability to use special skills is that of a 31I- 
year-old staff sergeant who had applied for 
a direct commission as an expert on carrier 
pigeons. He was told that he would have to 
serve as an enlisted man for three months, 
so he enlisted as a radar expert. As the 
months rolled by and no opportunity to do 
either radar or pigeon work appeared, he 
became increasingly dissatisfied and resent- 
ful, until after eleven months he required 
hospitalization, with a flare-up of old com- 


plaints of nervousness and gastro-intestinal 
difficulties. 

The common denominator in most of the 
cases presented above is a threat to the ego 
in insecure men who have relied too heavily 
on external achievement to support their 
self-respect and allay their anxieties. These 
men, often very successful in civilian life, 
may withstand poorly the special stresses of 
the position of sergeant, which, in the series 
here presented, are chiefly forms of the threat 
of failure. Among the many guises in which 
this may appear are physical disability in 
men who have attributed their success pri- 
marily to physical vigor, promotion to posi- 
tions for which the person feels himself in- 
adequate, and being assigned to work in 
which accustomed skills cannot be used. 

From these cases it would appear that 
efforts to utilize special skills discriminat- 
ingly and to grant sufficient recognition and 
approval are well justified, because of their 
value in counteracting feelings of personal 
insecurity which facilitate psychiatric break- 
down in certain sergeants. 


SUMMARY 


1. A group of non-commissioned officers 
of rank technician fourth grade or higher 
hospitalized for psychiatric disorder, com- 
pared to a group of controls of similar rank, 
showed a greater frequency of family history 
of neurosis and neurotic manifestations prior 
to service, slightly less length of service, 
a lower educational level, and were rated 
less frequently as sociable and more fre- 
quently as unstable. 

2. Sergeants with psychiatric disorders 
differed from other enlisted men with similar 
conditions in having a higher educationai 
level, greater length of service, more frequent 
ratings as sociable and less as unstable. The 
two groups did not differ significantly in 
frequency of family history of neurosis or 
previous neurotic manifestations. 

3. The majority of both neurotic and psy- 
chotic casualties among sergeants were con- 
sidered to have been incurred in line of duty, 
and the proportion of service-connected psy- 
chiatric disability was greater for sergeants 
than other enlisted men. This suggests that 
situational factors, as contrasted with his- 
torical ones, were more important causes of 
psychiatric disability in sergeants than other 
enlisted men. 
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4. An outstanding cause of emotional dis 
turbance in sergeants was the fear of failuré 
in men who had been over-dependent on 
success and approval to allay anxiety. 

5. Threats to personal security included: 

a. Physical disability in men who over- 
valued their bodies as means to success. 
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b. Loss of approval, often with threat of 


demotion. 


c. Promotion to leadership positions of 
men who felt inadequate to this responsibility. 
d. Assignment of specialists to work for 


which they are not trained. 
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THE PSYCHOPATHIC PERSONALITY 


RorscHAcH PATTeRNs OF 28 CAsEs 
CAPTAIN KEITH D. HEUSER, M.C., U. S. Army 


INTRODUCTION 


The Rorschach pattern of the psychopathic 
personality continues to be a challenge to 
modern medicine and psychiatry. It is a 
problem for physicians and psychiatrists 
to evaluate the psychosocially maladjusted 
states which belong to the large hetero- 
geneous group of individuals known as psy- 
chopathic personalities. 

The backgrounds of the average psycho- 
paths, in this series at least, appeared to be 
more constant than even in the case of the 
psychoneurotic and psychotic patients, 1.e., 
such factors as broken homes, nomadism, 
truancy, “lone-wolf” behavior, an early dis- 
like for the world in general, early continued 
use of alcohol or drugs, legal difficulties with 
arrests and disorderly conduct, an utter dis- 
regard of the feelings of others, and lifelong 
history of periods of marked emotional labil- 
ity and impulsivity, with the typical “I’m 
so sorry” attitude following misbehavior, 
enabling them to gain more liberties and 
freedom for repeated bouts of anti-social 
conduct. 

The present study is based on a survey of 
soldiers received from forward echelons to 
a general hospital in the South Pacific Area. 


PURPOSE 


The aim was to correlate clinical and 
Rorschach findings to determine any demon- 
strable components of the total personality 
of the so-called psychopath that would be of 
diagnostic and clinical significance. What is 
the inner personality structure of the person 
who constantly fights the forces of civiliza- 
tion? Why does the psychopath allow his 
primitive urges and drives to travel freely 
in complete disregard of social and moral 
laws and customs, with an apparent flimsy 
conscience that consists of but a feeble pre- 
cipitate of all the prohibitions and inhibitions, 
the rules of conduct, and the respect and feel- 
ings of others? The intent was to attempt 
to find any constant Rorschach factors that 
could be correlated with personality ele- 


ments as evidenced by clinical and military 
behavior. 


CONDITIONS 


It is felt that standard experimental con- 
ditions such as those provided in a general 
hospital in the South Pacific Area, would be 
difficult to duplicate in civilian life. The 
soldiers have been indoctrinated to military 
life and routine. The hospital day was fairly 
constant as to their common activities. All 
the patients arise at the same time, eat the 
same breakfast, were exposed to the same 
ward personnel, saw the same picture shows 
and in general fell into the rather drab rou- 
tine existance of overseas garrison life. The 
fluctuating milieu and shifiing conditions of 
stress and strain as encountered in every day 
civilian life were not present in this series 
due to a more or less controlled military 
environment. This every day “sameness” 
of living is hard for the civilian, who has 
not experienced army life, to comprehend. 
Its significance may of course be open to 
question. 

The soldier was allowed one week to be- 
come acclimated to the hospital and ward 
routine. Repeated interviews eliminated the 
psychopaths with depressive, psychoneurotic 
or psychotic coloring. Psychometric tests 
were not done on all cases. Soldiers evi- 
dencing borderline intellectual capacities or 
below were eliminated by the Wechsler- 
Bellevue test. This was done in an attempt 
to rule out any extraneous factors. 

Each soldier was in good health, well nour- 
ished and rested, and not suffering from any 
medical or surgical disability. Routine ad- 


mission, complete urinalyses and _ blood 
studies were within normal physiologic 
limits. In an attempt to improve rapport 


and lessen insecurity on the part of the pa- 
tient, the examiner explained that the pro- 
cedure (Rorschach) was irrelevant as far as 
the military status of the soldier was con- 
cerned, being purely a matter of scientific 
interest and research. 
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PSYCHO 


CLINICAL MATERIAL 


A thorough clinical examination of each 
soldier was made including the following: 
complaint and present illness, personal his 
tory, personality traits, family history, men 
tal status, complete physical and neurological 
examinations, including examination of the 
fundi oculorum and any other contributory 
examinations that were indicated 
X-ray, B.M.R., blood serology and chem 
istry, spinal tap, ete. 

Of the 28 soldiers that fell into the group 
called psychopaths according to army classi 
fication, 5 were psychopathic personalities 
with criminalism, 4 were sexual psychopaths, 
2 were classed as paranoid personalities 


sucn as 


And the remaining 17 were inadequate 
/ i 
personalities. 
The average age was 25; the youngest 


20 and the oldest 36. This is a comparatively 
young over-all age incidence. The averag 
length of military service was 17 months 
with variations from 8 months to 8 years. 
The average time spent in an 
theatre was 7 months, shortest 1o days and 
the longest 28 months. 

The Rorschach was accepted by 25 of thi 
28 cases and was rejected by one sexual psy 
chopath, one hardened criminal and one in 
adequate personality. This was felt to be of 
clinical importance since such behavior is 
frequently seen in psychotics or patients evi 
dencing marked personal insecurity. Clinical 
abstracts of each case have been compiled 
and attached to each respective Rorschach 
A brief summary of a case falling into each 
subdivision follows: 


overseas 


CasE 6—C. P. S., inadequate personality. A 
24-year-old private with 20 months service and 3! 
months in the South Pacific Area. Complaints 
on admission: “I just can’t stand any excitement 
get excited easily and blow my top at everybody 
I go into a rage against the slightest things—l 
know better—am sorry afterward, but I just | 
control.” 

Past history revealed birth and early develo; 
ment normal. Parents were show people and 
traveled in carnivals and small circuses. His 
childhood ambition was to become a showman 
Started school at the age of 6 and completed 
years of high school at the age of 16. “I just got 
tired of it.” His mother evidenced a marked 
neurotic personality. He was reared by his grand- 
parents with strong attachment and lack of dis 
cipline. “I always had my own way.” Morbid 
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Past history revealed his father deserted his 
mother soon after the patient’s birth. Mother was 
“high-strung”’ and remarried six times. He was 
the only child, with close maternal attachment and 
over-protection. He completed one year of high 
school at age of 14 and quit to attend beauty school. 
Denied any neuropathic traits. 

At the age of 7 patient practiced fellatio on a 
20-year-old youth who asked him to do so. He 
became the member of a homosexual circle at the 
and was the passive partner, dressing 
at times as a woman even to the undergarments. 

His initial heterosexual relationship took place 
at age of 17 at the demand of his mother who 
learned of his homosexuality. He visited a brothel 
“to find out whether it would change me any, 
although I knew it wouldn't.” Experienced normal 
intercourse and ejaculation, but with no pleasure. 

He admitted multiple homosexual episodes in 
the service. His appearance was effeminate with 
female gait and the constant use of strongly scented 
toilet water. 

Mental status, physical and laboratory examina- 
tions were essentially negative. 


age of 17 


It was clearly recognized that the criminals, 
sexual psychopaths and the two paranoid per- 
sonalities were distinct and separate cases 
as opposed to the inadequate personality per 
se with no marked criminal, sexual or para- 
noid coloring of a sufficient degree to justify 
a definite diagnosis. However, since modern 
nosology tends to group them together, they 
were included in the total Rorschach picture 
and then later subdivided to find any typical 
differences. 

Rorschach workers agree that one cannot 
develop a typical diagnostic Rorschach pat- 
tern for each psychiatric classification, yet 
it is well agreed that certain components are 
inclined to occur frequently enough to be of 
possible significance in certain illnesses, e.g. 
the prevalence of “color shock” in hysterical 
reactions. 

The total and over-all Rorschach must 
be carefully analyzed and interpreted as a 
whole. In our series the Rorschach results 
as to the quantitative distribution of the 
various scoring categories were treated by 
a simple averaging of all the tests. This is 
of value but the qualitative characteristics of 
the responses are of equal significance as 
correlated with clinical behavior. 

On a basis of the total average, then for 
the entire group, the Rorschach pattern, as 
shown on page 108, was obtained. 

Inasmuch as this includes the total group, 
the data on page 109 represent only the 
inadequate personality, not including the 


criminals, sexual psychopaths and paranoid 
personalities. 


RorSCHACH DATA 


The relative constancy of the relationship 
among factors is easily observed, and the 
major difference appears to be in the weight 
of FM which is easily explainable when one 
considers the sexual psychopaths in the 
total series. 

On the basis of 28 cases it is felt that the 
following factors are of value in the Ror- 
schach picture of the psychopath. 


1. Number of responses around 20. 

Reaction time for non-color cards is 
about the same as for the color 
cards. 

3. Total F around 55%. 

4. Original responses are absent. 

5. (H+A) :(Hd+Ad) is constantly 

> °T 


ai. 

6. M:Sum C is about 1:2. 

7. (FM+m) :(Fce+c+C’') is weighed 
on (FM-+m) side due to sexual 
responses. 

8. Responses to cards VIII, IX, X 
around 38%. 

9g. W:M around 5:1. 

10. D% is usually greater than 60% 

11. The psychopath rarely refuses a card. 

12. A% is usually less than 50%,(vs 
neurotics ). 

13. There is an apparent poverty of inner 
and outer control with around 11 
or more F responses. 


The quality of F responses is very poor 
and non-committal with little patience or 
interest and “a get it over with as quickly as 
possible” attitude. Klopfer and Kelly (“The 
Rorschach Technique’), state “that a lack 
of D especially 1/3rd of R indicates a lack 
of recognition of the problems of everyday 
life, and that an over-emphasis on D as 
a rule indicates that person employs com- 
mon sense as a mental basis for his mental 
activity.” 

A D percentage of greater than 60% is 
not an obvious over-emphasis on D, yet one 
would expect the D percent to be weighted 
in the other direction, if these authors’ con- 
cept is correct, this would appear to be open 
to further investigation. 
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FORM - 
or NUMBER OF RESPONSES 
MASTER SHEET — — TOTAL 28 CASES 
— 
6— 
4— 
2—- 
M FM M K K FK F Fc CF 
TEXTURE AND ACH-| 
MOV R 
EMENT DIFFUSION — VISTA | FORM ROMATIC COLOR | © IGHT COLOR 
72 453 165 .63 O13 118 10.6 .45 #13 45 1.36 .25 
RELATIONSHIPS AMONG FACTORS 
Total responses (R) = 208 ESTIMATE OF I? UAL LEVEL 
Total time (T) = 14.5 min. Intell. Capacity Intell. Efficiency 
ag per response R) = min. 
sh ave ligh average 
Average reaction time for cards I, IV, V, VI, Hig 5‘ High average 
Average Average 
Low a Low average 
Average reaction time for cards II, III, VIII, IX, Dull 1 | Dull normal 
X = 26 Feebl nded Feebleminded 
ite is based mainly on the 
FK + F + Fe W 
= 55% M 
level a na 
A + Ad 
= 51 A% er and 
R variety Or ¢ nt 
Number of P=3 succession 
Number of O=0 vee ROACH 
*(H +A): (Hd + Ad) = 8.1: 4.3 W (art Dd 1.5%) 
FC + 2CF + 3C : 
Sum C= Enter the locat entages of the spaces 
ibove. Compare these percentages with the norms 
M :sum C =..72: 3.1 shown in the box below, by placing a check mark 
(FM +m): (Fe+c+C’)*=6: 1.29 opposite the appropriate range of percentages. 
No. of responses to cards 
as N | D and 
VIII, IX, X V d Od anes 
R (Cw)) | 30% ((D)) | | 


W: M=5.5: 50 10-20 (W) | 30-45 (D) 


Succession : 20-30 w | 45-55 [10% Das 
20-45 w | 55-65 0 | 15-25 4 | 10-15 Das | 
| : | X | | | 45-60 W | 65-80 D | 25-35 4 | 15-20 Das | 
Rigid Orderly Loose Confused | 
|>60 w | 80 D | 35-45 4 | 20-25 Das 

(Place a check mark at the appropriate | | 25 Das 
point on the scale above) = = —-s 


M: sur 
(FM - 
No. of 
VIII, 
W:M 
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4 
3 
2 
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FORM | 29-65 NUMBER OF RESPONSES 
MASTER SHEET —-- INADEQUATE PERSONALITY ONLY 
1io— 
3— 
2— 
— 
a= 
C M FM M 4 K FK F Fc c c° FC | CF Cc 
MOVEMENT DIFFUSION VISTA | FORM | TURE AND | BRIGHT COLOR 
.69 2.62 44 12 10.9 56 .87 .44 
RELATIONSHIPS AMONG FACTORS 
tal responses (R) = 18.2 ESTIMATE OF INTELLECTUAL LEVEL 
eas otal time (T) = 19 min. Intell. Capacity Intell. Efficiency 
....Very superior ....Very superior 
(=) .... Superior .... Superior 
ge \verage reaction time for cards I, IV, V, VI, 
VII Average Average 
....Low average ....LOw average 
1 Average reaction time for cards II, III, VIII, IX, ....Dull normal ....Dull normal 
325 ....Feebleminded ....Feebleminded 
on ae Total F — Note that this estimate is based mainly on the 
R a following : 
FK + F + Fe | oa number and quality of W 
R a number and quality of M 
el level of form accuracy 
A+ Ad —45 AY number and quality of O 
R ‘ variety of content 
Number of P=4 succession 
Number of O=0 MANNER OF APPROACH 
* + +. Ad) = 6.75: 3.56 
spaces Sum C= : — = 2.13 Enter the location percentages of the spaces 
noren - above. Compare these percentages with the norms 
- mark M:sum C = .8:2.13 shown in the box below, by placing a check mark 
(FM 4+-m): (Fe+e+C’)* ac opposite the appropriate range of percentages. 
—— No. of responses to cards and 
d é w d Od 
or 
| <10% ((w)) | 30% 
W:M=48:.75 10-20 (w) | 30-45 (0) | 5% (a) 
20-30 | 45-55 D 5-15 a |10% Das 
_ das _| Succession: 
| 30-45 |55-65 D | 15-25 a | 10-IS Das 
bas | 45-60 W | 65-80 D | 25-35 4 | 15-20 Das 
Rigid Orderly Loose Confused 60 w | 80 | 35-45 | 20-25 Das 
(Place a check mark at the appropriate Das 
= point on the scale above) = 
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In order to present the data obtained from 
each patient in a composite manner and so 
that the variations in answers are evident, 
the following charts are given in order for 
the scatter to be seen. 

The succession throughout was fairly 
orderly. Careful analysis of the content, in 
quiry, and testing the limits failed to pro 
duce any important or constant findings that 
have not previously been mentioned. 


INADEQUAT 
BAR ( 
Case 
no. M FM m k K 

2 I 3 0 
4 Oo 2 I 
5 I I 8) I 
6 2 Oo I 
9 I a I 
10 0 2 oO 
II O 2 Oo I O I 
I2 I 2 I 
14 I 9 I 
I5 3 2 i) oO Oo ( 
19 Oo 2 Oo I oO 

17 Reject 


SUMMARY AND CONCLUSIONS 


Clinical and Rorschach studies were made 
on 28 soldiers evidencing a psychopathic per- 
sonality. The Rorschach scatter for each of 
these cases is given. Three brief clinical his 
tories are included. The total Rorschach 
average is given and the criminals, sexual 
psychopaths and paranoid personalities sub 
tracted from this total with the Rorschach 
pattern of the inadequate personality given 

Certain relatively constant factors have 
been mentioned. It is felt that such a series 
under such a controlled atmosphere as pro- 
duced by the military service in an overseas 
theatre would be difficult to duplicate in 
civilian life. This is a limited number of 
cases. 

The psychopathic personality appears to be 
shallow, flat and lacking in sufficient inner 
and outer control to warrant normal be- 


[July 


havior. The psychopath lacks adequate in- 


tellectual depth to personally understand his 
ehavi vet his intelligence is within normal 
mit measured by clinical and psycho- 
etric appraisal. The cognitive subdivision 
pe nality see ither to be ruled 


primitive basic instinctual and sexual 


ves to the exclusion of rational behavior. 
here 1s no apparent inter-personal conflict 
er this apparent d ion in his integra- 


n and he continues blithely along his way, 
bumping his head into the stone walls of 
ocial mores and customs time and again. 

Emotionally he is vacant with little innate 
emotional control and that present, when 
ised, is characterized by violent upheavals 
and uncontrollable behavior of the rage re- 
action type which, at the time of the out- 
burst, is of psychotic nature and appears to 
mimic insanity even in the legal sense of 
the word. 

The psychopath appears to be a social 
misfit, usually totally unmodifiable and ex- 
hibiting a deeply ingrained disorder of 


temperame nt. 


Note: The author is indebted to Dr. Edward G. 
Billings, M. D., Associate Professor, University of 
Colorado, Department of Psychiatry; Psychiatric 
Consultant, South Pacific Base Command, for con- 
structive suggestions and criticisms. 
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CLINICAL NOTES 


A VETERAN USES GENERAL SEMANTICS FOR REHABILITATION 


BY THE VETERAN! 


It was not with willingness and whole- 
hearted cooperation that this veteran of four 
campaigns in the South Pacific consented to 
give the information in this study. He felt, 
however, that doing so may help him relax. 
As far as putting to use the work of general 
semantics, it was a benefit; but, at first, to 
relate many incidents openly as in this paper 
was extremely difficult and he tended to re- 
lapse into the nervous condition he was in 
when released from the service. 

Here are a few examples of misevaluation 
that will illustrate the problems of the vet- 
eran; many are extremely difficult to put 
into written description. 

The fear of darkness, for quite some time, 
hindered many of his activities after sun- 
down. It was hard to feel safe from enemy 
fire even as a civilian in the United States. 
Most of the evenings were spent in the home 
rather than venture outside. The veteran 
put to work general semantics and took long 
walks down side streets at night, keeping in 
mind that the darkness he then encountered 
was entirely different from that in combat. 
After a week or so of such procedure, he 
began to relax and take part in evening 
activities outside. 

There is a great fear of crowds noticeable. 
Why this should be he cannot explain, unless 
it is due to the isolation and small numbers 
of men he encountered while in the Pacific 
area. To overcome this, he took walks in 
the downtown district and forced himself 
to mingle with people. He has partially over- 
come this fear and is still advancing. Per- 
haps one reason for his not mixing with 
people was the “‘silly conception” of war they 
expressed. At first, he lost his temper quickly 

1 The writer of this report was a student in Pro- 
fessor Elwood Murray’s class in general semantics 
at the University of Denver. The report was 
supplied by Count Alfred Korzybski, director, In- 
stitute of General Semantics, Chicago, and is pre- 
sented substantially as the veteran wrote it, includ- 
ing the title. 


and made many cutting remarks to people. 
Later he developed a sullen silence refusing 
to comment on or discuss the situation ex- 
cept with those he felt were interested and 
were making an attempt to ease the situation. 
At present, he is most objective, trying to 
keep in mind that though there are remarks 
that irritate him, there is no possible way 
to understand the conditions without having 
experienced the same. Using this method 
of silence has helped a great deal with de- 
lay of reactions as an aid to evaluation. 
Though at first he reacted within himself, 
and carried all the marks of ill-will, at present 
he uses this period entirely for evaluation. 

Tension was and still is quite noticeable ; 
however, there is some improvement. After 
correct evaluation of sudden sounds, relaxa- 
tion came easier. The veteran was in a con- 
stant state of anxiety, tensed to move quickly 
should it be necessary. Movements of all 
those about him, no matter how slight, are 
observed. He found the identification in his 
reactions with being constantly alert for 
movements in trees and bushes that might 
be those of the enemy in combat. Realizing 
this, he is more at ease. 

When the veteran attende’ movies, he 
always left during the newsreel. He reacts 
to battle scenes as though he were present. 
It leaves him in a state of great anxiety 
and what might be termed “fresh combat 
fatigue.” The veteran is striving to over- 
come this identification. In doing so, he 
remains in his seat and tries to keep in mind 
that it is just a screen with black and white 
pictures, rather than actual battle. There has 
been a noted improvement with regard to 
after-effect ; however, while witnessing the 
scenes, he sweats profusely. 

Aversion to noises such as the fire siren. 
Sirens were used in combat to alert soldiers 
for air raids. When the veteran hears sirens 
he breaks into a sweat and has great difficulty 
in controlling the desire to drop on the 
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ground. To make a proper evaluation, he 
visited a fire station and examined the sirens 
on the engines. Seeing them as they were 
and for the purpose they are now used, has 
contributed to more self-control. 

Low flying planes also greatly affected 
He experienced a bombing in the early part 
of the war in which he was the sole survivor 
among some fifteen others. With exception 
of great shock and unconsciousness he was 
not injured. The low flying plane flashes 
this experience to his mind. To attempt to 
properly evaluate the situation, the veteran 
gained permission to enter an airfield and 


hy 
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examine planes. He stood close to the run 
way when planes came in. This has not 
helped too much, but he believes he can 
train himself to picture peaceful maneuvers 
of friendly planes landing on an airstrip 
rather than death-dealing Jap bombers. 

This leads into his problem of insomnia 
He has many nightmares; however, the 
dream most often repeated is that of the 
action described above. In these dreams he 
breaks into a heavy sweat and awakens 
Training in general semantics has not helped 
this situation. When the individual is asleep 
he cannot have the cortical control that he 
has during waking hours. 

An example of pure identification comes 
out in the veteran’s dislike for rice. His 
first view of the enemy dead was that of a 
Jap soldier which was in the process of 
deterioration. The bag of rice the soldier 
had been carrying was torn open and grains 
of rice were scattered over the body mixed 
in with maggots. When the veteran, to this 
day, sees rice, the above described scene is 
vivid and he imagines grains of rice moving 
in his dish. To overcome this, he has eaten 
rice several times trying to remember the 
rice before him is not the same as that on 
the body. Though the food is not relished, 
he has succeeded in overcoming the vomiting 
reflex at the sight of rice. 

When first returned, the veteran had a 
great dislike for dogs resulting from experi- 
ences with native dogs. These dogs were 
seen to devour bodies of both American and 
Jap soldiers, which, of course, was most 
distasteful to the observer. When mongrels 
in the United States were seen, or even heard, 
the above scene flashed to the mind and 
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immediate hate for canines became promi- 
nent lo overcome this, he forced himself 


to pet dogs and remember that these dogs 


were quite different from those on the islands. 
\t present, he is fairly well adjusted to the 
ituation 

he veteran brought with him a Jap can- 
teen. This canteen was in deplorable con- 


picked it up and needed 


me cleanin Very seldom has he seen it 
he has been back. Each time he has 

oked at it, the smell and surrounding con- 
itions under which he was at the time come 
ck to him. Also in connection with this 
reaction are some snap shots he brought 
ck. These were in the same container 


intil a short time back. The y definitely had 
mouldy odor; this, combined with scenes, 
was extremely hard on him. Since he has 


lounted the pictures and sunned them out, 


is reaction is much improved. 


This reaction to soldiers who 


have not served overseas is most disagree- 
ble his reaction n come from notices 
put out overseas explaining that the reason 

such extensive tours of duty was the 
shortage of replacements. When he returned 
and saw the great number of men on the 
streets, he devi loped a great dislike for them 


and without hesitation made slighting re- 
marks. Since first returning there has been 
ome improvement along this line; however, 
he still holds the grievance. He is trying to 
overcome this by keeping in mind that the 
individual himself cannot always help his 
Status, 

The oppression of army life has left him 
with a most serious attitude of rebellion. If 
asked to do something, he is most co-opera- 
tive, but should someone order him, he flatly 
refused to co-operate He has improved 
realizing that the situation 
is entirely different and in most instances, 


his association with 


greatly, however, 


the cooperation betters 
people. 

[wo weeks after the veteran had been 
discharged, he and his wife were visited by an 
elderly lady who was a friend of the family 
but had not been seen for several years. Dur- 
ing the course of conversation, the veteran 
excused himself from the room. As he was 
leaving, he overheard the visitor ask, ““Why 
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isn’t your husband in the army?” He re- 
turned to the room and not too politely 
‘formed the visitor of his status. This led 
to a grave dislike for all elderly women. 
\Vhen the veteran began applying general 
semantics, he discovered the above. Since, 
he has tried to bear in mind that all elderly 
women are not the same as the one described. 


He has partially overcome the intense dis- 
like for them as a result. 

The veteran has been using the semantic 
relaxation technique. It has been a very 
short time since he started; however, since 
he began he finds tension relieved and he is 
earnestly working with it in hopes of com- 
plete success soon. 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: I have been surprised to observe 
your correspondence no note of protest 
reference to the article in the Noveml 
1945 issue of the AMERICAN JOURNAL \ 
PsycHiatry on “Psychoanalysis and the Un 
conscious” by Knight Dunlap. I had hop 
that someone better qualified than myself 
would appear to answer Dr. Dunlap. Dr 
Dunlap attempts to belittle Freud’s accom 
plishments in founding the science of psycl 
analysis by pointing out that there was nothing 
in it which was not either current in Germat 
psychology at the time or not derived fr 
pre-Christian philosophical thought. N 
thinker works in a vacuum or complet 
de novo and it is absurd to expect it. Freu 
frequently acknowledged his indebtedness t 
others and showed how their theories wer: 
compatible or inconsistent with his own. T' 
say that the libido is the successor to the 
ancient Greek psyche does not 
dismiss it as a useful psychological concept 
Because Plato’s theory of dreams superf 
cially resembles Freud’s or because ther 
are traces of other men’s ideas here and 
there in his work does not mean that his 
work was simply a hodgepodge of super- 
stition and derivative ideas. Freud took the 
material that he had to work on and brought 
forth an original well documented system 
of thought that his predecessors had only 
half divined. 

To condemn psychoanalysis, as Dr. Dun 
lap tries to, because there are several sch 
or sects of psychoanalysis is likewise ill 
cal. There are many more and more widely 
divergent schools of thought in the field of 
psychology than there are sects of psycho 
analysis. Dr. Dunlap tries to give the im 
pression that there is unanimity of psycho- 
logical thought and that all psychologists 
would accept his terminology and his defi- 
nition of consciousness and unconsciousness. 

Dr. Dunlap is guilty of gross misstate- 
ment when he claims that some M. D.’s 
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previous training have completed 
vchoanalytical training in less than two 
nts of the Ameri- 
ion are a year’s 
full time work in 
clinic approved by 
\ssociation and the 

With 


indidate must 


Americal Psychiatric \ sociation. 


sis and a course 
instruction, which 
Dunlap 

any place where this can be accom- 

n two months, I would be grateful to 
for the information. In the article on 
lucation by Charles Rymer in 
16 AMERICAN JOURNAL OF 
“Although resi- 
lencies in psychiatry for the most part are 
pital administrators 
uely and unsatisfactorily accredited, 


t ti of t ix training institutes 
psvchoanalvsis off lly recognized by the 
\merican Psychoa tical Association.” One 


might more profitably inquire into the qualli- 
ions of the psychologists who Dr. Dun- 
ap says have to repair the evil done by 
Dunlap confuses the processes 
ion, the latter of 
1 is a conscious process. Psychoanalysts 
nowhere maintain that we should give un- 
rein to all our impulses or that it 
y suppress an asocial 
desire. What they do maintain is that an 
unconscious repression is frequently t 
symptom. The doc- 
trine of the unconscious and its i yrtance 
logical mechanisms 


source Of a psycniatric 


for understanding psych 
is widely accepted by many psychiatrists who 
do not accept other Freudian concepts and 
who do not approve of Freudian method- 
ology. 
Yours truly, 
HENRY J. 


Myers, M.D. 
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Editor, AMERICAN JOURNAL OF PSYCHIATRY: 

Sir: The only comment I wish to make 
on Dr. H. J. Myers’ note is: My statement 
that I have known M.D.’s with no specific 


psychiatric training, who became psychoana- 
lysts in a few weeks, still stands. 
Sincerely, 
KNIGHT DUNLAP. 


AMERICAN JOURNAL OF PSYCHIATRY: 

Sir: Several months ago, Dr. Wm. Cad- 
bury left San Francisco for Lingnan Uni- 
versity in Canton, China to continue his 
medical missionary work and to teach medi- 
cine to his students. He wanted to return 
to his life's work in Canton, where he treated 
his first patient in 1909. Later, he helped 
establish the medical school of Lingnan Uni- 
versity. 

Dr. Cadbury arrived in Canton recently 
and found the university’s hospital filled with 
destitute patients and the medical school’s 
library entirely without books. He was in 
a Japanese concentration camp in 1942 when 
he was informed that the Japanese sold his 
medical books for fuel. 

Many friends have given all the medicine 
the university hospital required for one year. 
Unfortunately, we are unable to replenish 
the medical school’s library to a very large 
degree. 

It is my sincere hope that you will come 
to the rally of a fellow colleague by send- 
ing him a gratis subscription of the reli- 


able AMERICAN JOURNAL OF PsyYCHIATRY. 
Through your generous contribution Dr. 
Cadbury will be able to teach medicine with 
one of the fundamental instruments—up-to- 
date journals. 

Dr. Cadbury will rejoice to learn that the 
medical profession is still as cooperative, 
efficient, and ever ready with a helping hand 
when the occasion arises. 

The good doctor’s address is—Dr. William 
Cadbury, Lingnan University, School of 
Medicine, Canton, China. 

Respectfully yours, 
1st Lt. Georce D. Func, M.C., 
Section 4, 
Madigan General Hospital, 
Fort Lewis, Wash. 


Dr. Cadbury’s name has been entered on 
our mailing list for a complimentary sub- 
scription to the JOURNAL. 

There may be those who read the above 
letter who will be able to assist by sending 
books, reprints or periodicals to the doctor 
to help him in the benevolent work he has 
undertaken.—EbiTor. 


D. 
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SUPPLEMENTARY LIST 


Mayor Joun W. Appet (now Lt. Colonel 
Medical Corps, U. S. Army—Legion of Me 
As Chief, Mental Hygiene Branch, Neuropsy 
chiatry Consultants Division, Office of The Surgeon 
General, from March 1943 to October 1945, con 
tributed in an outstanding manner to the mental 
hygiene education of officers and enlisted person: 
and the prevention of mental illness in the Army. 
His achievement reflected his outstanding ability 
and materially aided the nation’s war effort. 

Lt. CoMMANDER RicHMoNpD J. Beck, Medi 
Corps, United States Naval Reserve—Commenda 
tion Ribbon. For distinguished service in the lin 
of his profession as Psychiatrist and Embarkation 
Debarkation Officer aboard the U.S.S. Solace from 
November 1943 to July 1945. During this period 
he displayed professional skill and ability, demon- 
strating outstanding zeal and steadfast devotion 
to duty in his handling of casualties evacuated from 
beachheads. He exhibited a high degree of physical 
fortitude and endurance in expert treatment of the 
wounded and was directly responsible for saving 
the lives of many men suffering from shock and 
other combat disabilities. His personal attention 
to detail and leadership were an ever present source 
of inspiration.’ His services and conduct throughout 
were in keeping with the highest traditions of the 
United States Naval Service. 

CoLonEL WILLIAM J. BLECKWENN, Medical Corps, 
United States Army—Legion of Merit. For ex- 
ceptionally meritorious conduct in the performance 
of outstanding services in the Southwest Pacific 
Area, from 4 March 1942, to 15 October 104%. 
Colonel Bleckwenn commanded a medical regiment, 
planned and established two United States Army 
hospitals in Northern Territory, Australia, where 
extensive air operations were being carried out 
by the United States Army Air Forces. Providing 
vitally needed hospital facilities in an area from 
which evacuation was difficult, he was instrumental 
in saving the lives of many wounded officers and 
men. In January 1943, at an advance base in New 
Guinea, he employed his own troops for labor, 
and, utilizing salvaged materials at hand, con- 
structed a model one thousand bed general hospital. 
Responsible for all medical installations throughout 
New Guinea, Colonel Bleckwenn established the 
first neuropsychiatric service in that region and 
was responsible for the rehabilitation of many 
patients, who returned to their units without further 
hospitalization. From June to November 1943, he 
directed preparations for the medical support of 
military operations along the north coast of New 
Guinea. By his outstanding professional skill, re 
sourcefulness and organizing ability, Colonel Bleck- 
wenn made a noteworthy contribution to the support 
of military operations in Australia and New Guinea. 
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respot le for the procurement and training 
medical « and enl d personnel to ade- 
tely establish psychiatric services to all Naval 
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welfare of the Naval 


Bronze Star 
Vedal. For distinguishing himself by meritorious 
rvice in connection with military operations 
inst an enemy of the United States from 27 June 


14 to 31 December 1944, in France, Luxembourg, 
Ge ny, and Belgiun \s Division Neuropsy- 
hiatrist, Major Byr med responsibility for 


supervision, treatment and evacuation of all 


\neuropsychiatric cases. His organization and opera- 
tion of a Division Combat Exhaustion Center was 
characterized by outstanding efficiency. His ability 
nd\ determination merit the highest praise and 
flect great credit upon himself and the military 
ervice. 
(COLONFI JOHN M VELL, Jr, M.C., 
Army—Bronze Star Medal. meritorious 


ichievement at Hollandia, Dutch New Guinea from 
1 August 1944 to 30 June 1945, in connection with 

litary operations against the enemy. As Com- 
manding Officer of a large General Hospital, 
Colonel Caldwell was responsible for its construc- 
tion and operation and for the furnishing of medi- 
il and surgical service to combat troops evacuated 
from forward areas as well as those staging 
cally. Through his improvization of utilities and 


expert management of all available manpower the 


hospital was prepared to receive patients within 
two months after construction had started. Within 
the following two month period its capacity was 
increased by more than 200 per cent of its original 
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1000 bed authorization and even while operating 
at maximum capacity, he maintained the highest 
professional standards of medical care and inspired 
the staff by his unremitting perseverence and 
personal example. By his resourceful administra- 
tion, indefatigable efforts, and devotion to duty, 
Colonel Caldwell expedited the return to service of 
many thousands of rehabilitated personnel and con- 
tributed greatly to the humane disposition of the 
disabled. 

Ross M. CHapMAN—Certificate of Merit (Selec- 
tive Service Medal). In acknowledgment and ap- 
preciation of patriotic services performed without 
compensation in the administration of the Selec- 
tive Training and Service Act of 1940, during the 
period from January I, 1941 to January 1, 1046. 

Lt. CoLtoneL WiLL1AM H. Dunn, M. C.—Legion 
of Merit. Lt. Colonel Dunn rendered distinguished 
service as Neuropsychiatric Consultant, Fifth Ser- 
vice Command, from October 1944 to December 
1945. He energetically introduced new and im- 
proved techniques for the treatment of neuropsy- 
chiatric disorders, markedly reducing the period 
of hospitalization and effectively resocializing a 
great number of disabled military personnel. 

Witt1AM RusH Dunton, Jr.—Certificate of 
Merit (Selective Service Medal). In appreciation 
of your loyal and faithful adherence to duty given 
voluntarily and without compensation to the im- 
partial administration of the Selective Service Sys- 
tem, the Government of these United States ex- 
presses its gratitude in this public recognition of 
your patriotic services. 

Lr. Coronet H. Everts, M.C.— 
Legion of Merit. Serving in the Neuropsychiatry 
Consultants Division, Office of The Surgeon Gen- 
eral, from September 1943 to June 1945, Lt. Colonel 
Everts displayed professional ability and vision in 
developing a policy for the diagnosis and treat- 
ment of organic diseases and injuries of the 
nervous system. He was in large measure re- 
sponsible for the splendid record made by the Army 
in its management and care of neurological patients. 

Mayor Howarp D. Fasrne, Medical Corps, U. S. 
Army—Legion of Merit. For exceptionally meri- 
torious conduct in the performance of outstanding 
services as Director of the School of Neuropsy- 
chiatry, 36th Station Hospital, European Theater 
of Operations, from 15 November 1943 to 30 June 
1944. Major Fabing supervised the various courses 
and did all the teaching of division medical officers 
at the neuropsychiatry school. Through his efforts, 
the training film entitled “Combat Exhaustion” 
was produced. He standardized the remedial ther- 
apy for the effective treatment of front line neuro- 
psychiatric casualties so that over half the men 
suffering from this disturbance could be returned 
to duty within a week. Very few of the men who 
attended the school had any previous special train- 
ing in psychiatry, but, by employing the method- 
ology taught by Major Fabing, they have been 
successful in treating psychiatric casualties in the 
combat zones. 

Lt. Cotonet Matcorm J. Farrett—Legion 
of Merit. As Deputy Director, Neuropsychiatry 


Consultants Division, Office of The Surgeon Gen- 
eral from April 1942 to June 1945, displayed ex- 
ceptional ingenuity and foresight. As a result of 
his initiative and resourcefulness, division psychia- 
trists were appointed, mental hygiene consultation 
services established throughout the country and 
a critical backlog of psychiatric patients in the 
Pacific Theater eliminated. 

CapTAIN JAMES B. FuNKHOousER, Medical Corps 
—Bronze Star Medal. For meritorious achieve- 
ment in connection with military operations in 
Italy from 1 May 1944 to 8 May 1045. Captain 
Funkhouser, as Assistant Chief of the Neuropsy- 
chiatric Section of the 45th General Hospital, had 
sole charge of the locked wards of the Neuropsy- 
chiatric Section. During this period 1,456 locked- 
ward patients were admitted with an average of 
I2I new cases each month. As trained personnel, 
both nurses and corpsmen, was not available, an in- 
tensive course of instruction was conducted by Cap- 
tain Funkhouser, and because of emotional or in- 
tellectual incompatability there was a continuous 
turn-over in personnel assigned making necessary 
the continuation of this course throughout the entire 
period. Despite the handicap of inadequate ward 
and recreational facilities for care of these patients, 
many of whom were criminally insane, not one 
incident of any significance occurred and no patient 
permanently harmed himself or did harm to others. 
Captain Funkhouser was one of the pioneers in 
the use of electric shock therapy which renders 
these patients quickly and easily transportable and 
recognized the importance of evacuating patients 
from the theater as promptly as possible in order 
that they might not continue to be a burden of 
unusable manpower. The remarkable record of ac- 
complishment established in his section was due 
to the untiring and unremitting efforts of Captain 
Funkhouser, his training and indoctrination of the 
personnel assigned and the vigilance and conscien- 
tious devotion to duty with which he inspired them. 

Lr. Coronet H. Greist, M.C—Army 
Commendation Ribbon. For meritorious service as 
Neuropsychiatric Consultant, Office of the Surgeon, 
Headquarters Seventh Service Command, Omaha, 
Nebraska, from 27 June 1945 to 28 February 1946. 
He visited hospitals, conducted clinics, taught 
classes, made public appearances, and by his leader- 
ship and personality stimulated a quality of psy- 
chiatry that would not otherwise have been possible, 
and contributed materially to the success of the 
medical program of the Service Command. 

Lr. CoLoneEL ArtTHUR O. HEckEr, M. C.—Bronze 
Star Medal. For meritorious service in connection 
with military operations, as Medical Service Co- 
ordinator, 12th Hospital Center, from 1 May 1944 
to 8 May 1945. Lieutenant Colonel Hecker’s efforts 
in the skillful placement of professional men and 
the resultant increased efficiency in operation of 
the Medical Services of the 12th Hospital Center, 
his keen judgment in establishing policies for the 
disposition of thousands of cases of neuropsychiatric 
disorder, trench foot and malaria caused many use- 
ful men who would otherwise have been returned 
home to be transformed from battle casualties into 
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efficient soldiers in the European Theater of Opera- 
tions. At all times he showed utmost willingness 
to assume extra duties and he always turned in a 
superior performance, no matter what the task. By 
his superb technical ability and his outstanding 
devotion to duty, Lieutenant Colonel Hecker has 
contributed immeasurably to the successful opera- 
tions of the Medical Corps. 

Mayor Davip W. Hitcer, M.C.—Army Com- 
mendation Ribbon. “During World War II The 
Medical Department carried out its mission with 
outstanding success. This achievement was made 
possible only through the combined efforts of all 
Medical Department personnel. Your service with 
the Medical Department has been exceptional when 
compared with others of the same grade of similar 
position, and I wish to commend you for your 
outstanding contribution as Assistant Chief, Mental 
Hygiene Branch, Neuropsychiatry Consultants Di- 
vision, Office of The Surgeon General, from 29 
April 1944 to 9 June 1945.” 

Major JoHN M. FLUMERFELT—Army Commenda- 
tion Ribbon. During World War II the Medical 
Department carried out its mission with outstand- 
ing success. This achievement was made possible 
only through the combined efforts of all Medical 
Department personnel. Your service with the Medi- 
cal Department has been exceptional when com- 
pared with others of the same grade of similar 
position, and I wish to commend you for your out- 
standing contribution as Chief, Psychiatry Branch, 
Neuropsychiatry Consultants Division of the Office 
of The Surgeon General, from 16 July 1945 to 
4 January 1946. 

Mayor Harry L. FREEDMAN.—Army Commenda- 
tion Ribbon. Major Freedman as Director, Men- 
tal Hygiene Unit, Headquarters, Eastern Signal 
Corps Unit Training Center, Fort Monmouth, New 
Jersey, from 22 December 1941 to 22 November 
1943, capably discharged important responsibilities 
in the organization and operation of a Psychiatric 
Unit for the reclassification and elimination of 
maladjusted soldiers. 

Mayor Harry L. FreepMan, M.C., A. U.S. 
Legion of Merit. As director, Mental Hygien 
Division, ASFTC, Camp Plauche, New Orleans, 
Louisiana, from 20 July 1944 to 2 January 1946, 
displayed exceptional skill and was eminently suc- 
cessful in the organization and direction of this 
unique staff section. His unit handled more than 
four thousand cases of maladjusted soldiers. With 
the aid of this outstanding service the problem 
of eliminating non-effectives from this command 
was solved in a highly efficient manner. In achiev- 
ing this objective, he exhibited an unusually high 
degree of resourcefulness and creativeness which 
aided immeasurably in the accomplishment of 
military missions which are vital to the mainte- 
nance of the mental health of military personnel. 
Through unselfish devotion to duty, leadership, 
and exemplary performance Major Freedman re- 
flects credit to the service, his profession, and 
himself. 

Lr. Ronatp H. Kerttie, M. C.—Bronze 
Star. For meritorious service in connection with 


NEUROPSYCHIATI July 
military operations against the enemy during the 
period 5 December 1944 to 2 September 10945. 

the final phase of the successful very long range 

bardment of the Japanese homeland from bases 
the M nas, Colonel Kettle contributed sub- 
itiall 1d directly to B-29 operations. He 
layed rare devotion to duty and efficiency in 
prosecution of his assigned tasks. Despite the 
nendous work load occasioned by rapidly ac- 
ited combat operations, he performed his duties 

vith distinction and success. Colonel Kettle’s deter- 


1 an integral part in the 
y, reflecting great credit 
n himself and the Army Air Forces. 


Mayor S. GASKILL, M. C.—Army Com- 
lation f n. During World War II the 
Medical Department carried out its mission with 
tstanding success. This hievement was made 
sible only through th mbined efforts of all 
Medical Department personnel. Your service with 
the Medical Department has been exceptional when 


ired with others of the same grade of similar 
for your out- 
contribution as Chief of the Psychiatry 


nch, Neuropsychiatry Consultants Division, 
Office of The Surgeon General, from 2 June 1945 
to 21 November 1 15 

TECHNICAL SERGEANT FRANK T. GreEvING, Medi- 


Department, A. U.S.—Legion of Merit. For 
undingly meritori rvice as Sergeant Major 
the Mental Hygiene Unit, for his contribution 
e conception of the first Mental Hygiene Unit 
n the Army established at Fort Monmouth, New 
Jersey; for superlative performance while recon- 
liti psychiatric casualties in the capacity 
f Sergeant Major, Mental Hygiene Unit, England 
eneral Hospital, Atlantic City, New Jersey. In 


hese positions of responsibility, he exhibited an 
inusually high degree of resourcefulness and cre- 
ativity which aided immeasurably in the accom- 
lishment of military missions which were vital 


to the maintenance of the mental health of mili- 
nnel. Through unselfish devotion to duty, 
idership, and exemplary performance, Technical 
reflects credit to the service, his 

profession, and himself. 

Roscoe Hatt—Certificate of Merit (Selective 
Service Medal). In acknowledgment and appre- 
ciation of patriotic services performed without 

1 in the Administration of the Selec- 
tive Training and Service Act of 1940, during the 
period January I, 1941 to January I, 1946. 

ALFRED O. Lupwic, M.C.—Army Com- 
mendation Ribbon. For outstanding service from 


sergeant Greving 


ompensatio!1 


wig prepared comprehensive studies which aided 
ly in formulating policies for the effective 
prevention, treatment and _ salv: of neuropsy- 
chiatric casualties. By his personal initiative, con- 
and efficiency he contributed 
mate rially to the success of the Medical Service in 
combat operations 

CoLoneEL Marc J. Musser, M.C., U. S. Army.— 
Legion of Merit. For exceptionally meritorious 
conduct in the performance of outstanding services 
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AWARDS AND CITATIONS 


IN NEUROPSYCHIATRY 


in the Southwest Pacific Area, from 14 June 1943 
to 23 March 1945. As Commanding Officer, 135th 
Medical Regiment, later redesignated the 135th 
Medical Group, Colonel Musser displayed outstand- 
ing professional skill in the establishment and 
maintenance of an effective evacuation service dur- 
ing campaigns of Sixth Army forces from Papua 
to Luzon. He established and directed ambulance 
evacuation in Port Moresby and Milne Bay, Papua, 
and in Finschhafen, British New Guinea, and 
supervised the training and equipping of clearing 
and collecting companies of his regiment for par- 
ticipation in major amphibious operations in the 
Southwest Pacific Area. Although his units were 
operating over wide areas throughout the theater, 
he made frequent inspections and maintained co- 
hesion and high morale among his troops. Similarly, 
he exercised supervision over land, sea, and air 
evacuation for the Leyte operation and through 
his leadership and organizational ability, the mission 
was accomplished with marked success. Again 
charged with all evacuation during the Luzon Cam- 
paign, he established a complex and highly efficient 
system designed to meet any exigency, and further 
instituted the large scale use of light liaison air- 
craft, effectively expediting the evacuation of 
combat casualties. Through his driving energy, 
resourcefulness, and unfailing devotion to duty, 
Colonel Musser made a conspicuous contribution 
to the exceptional care of the wounded throughout 
the theater. 

Major Danret E. M.A. C.—Army 
Commendation Ribbon. During World War II 
the Medical Department carried out its mission 
with outstanding success. This achievement was 
made possible only through the combined efforts 
of all Medical Department personnel. Major 
O’Keefe’s service with the Medical Department 
has been exceptional when compared with others 
of the same grade of similar position, and he is 
commended for his outstanding contribution as the 
Chief Psychiatric Social Worker, Neuropsychiatry 
Consultants Division, Office of The Surgeon Gen- 
eral, from 17 July 1945 to 10 January 10946. 

CapTAIN Lawrence I. O’Ketty, M. A. C—Army 
Commendation Ribbon. During World War II 
the Medical Department carried out its mission 
with outstanding success. This achievement was 
made possible only through the combined efforts 
of all Medical Department personnel. Captain 
O’Kelly’s service with the Medical Department has 
been exceptional when compared with others of 
the same grade of similar position, and he is com- 
mended for his outstanding contribution as Deputy 
Chief and later as the Chief Clinical Psychologist 
in the Neuropsychiatry Consultants Division, Office 
of The Surgeon General, from 30 August 1945 to 
10 January 1946. 

WINFRED OvVERHOLSER—Certificate of Merit (Se- 
lective Service Medal). In acknowledgment and 
appreciation of patriotic services performed with- 
out compensation in the administration of the 
Selective Training and Service Act of 1940, during 
the period from January 1, 1941 to January 1, 1946. 


Mayor Harry L. MacKinnon, Medical Corps, 
U. S. Army—Bronze Star Medal. For meritorious 
achievement in connection with military operations 
against the enemy on Luzon, Philippine Islands 
from 31 January 1945 to 4 March 1945. 

Huco of Merit (Selective 
Service Medal). In acknowledgment and apprecia- 
tion of patriotic services performed without com- 
pensation in the administration of the Selective 
Training and Service Act of 1940, during the period 
from January 1, 1941 to January 1, 1946. 

Major JosepH J. MiIcHAELs, Medical Corps, 
A. U. S.—Citation for Legion of Merit. As Chief, 
Neuropsychiatric Service, Newton D. Baker Gen- 
eral Hospital, Martinsburg, West Virginia, from 
June 1943 to December 1945, created and main- 
tained an organization which rendered service of 
immeasurable value to patients suffering from 
nervous and mental disorders. He repeatedly demon- 
strated his outstanding professional skill, man- 
agerial ability and unselfish devotion to the wel- 
fare of the mentally ill. 

CAPTAIN WaArREN B. Mitts, Medical Corps— 
Army Commendation Ribbon. Performed meri- 
torious services from 13 December 1944 to 14 Janu- 
ary 1946, as Chief of Electroencephalography, 
Neuropsychiatric Service, and Asst. Chief, Neu- 
rology Section, Neuropsychiatric Service, New- 
ton D. Baker General Hospital, Martinsburg, West 
Virginia. Accomplishing highly professional as- 
signments with distinction, Captain Mills reflected 
great credit on himself and the military service. 

Mayor Marvin R. Piesset, M. C.—Bronze Star 
Medal. For meritorious service in connection with 
military operations against the enemy during the 
period from 13 December 1944 to 18 April 1945, 
in Germany. Major Plesset, Division neuropsychia- 
trist, displayed praiseworthy skill and judgment in 
in the discharge of his duties. Under his expert 
treatment and control, cases referred to him for 
consultation were promptly and efficiently treated, 
thereby effecting a great saving of manpower to 
the Division. His willing, cooperative attitude and 
professional skill are in accordance with the highest 
military traditions. 

CapTaIN Ropert T. Porrer, Medical Corps— 
Army Commendation Ribbon. Performed meritori- 
ous services from 9 July 1944 to 14 January 1945, 
as Chief, Closed Ward Section, Neuropsychiatric 
Service, Newton D. Baker General Hospital, Mar- 
tinsburg, West Virginia. Accomplishing highly 
professional assignments with distinction, Captain 
Porter reflected great credit on his profession and 
the military service. 

CoLoneL C. Porter, M.C., A. U.S.— 
Legion of Merit. As Director, School of Military 
Neuropsychiatry, Mason General Hospital, Long 
Island, New York, from October 1943 to December 
1945, effectively presented an intensive program 
of practical psychiatry. By his expert professional 
knowledge and exceptional ability to impart his 
ideas to his students, he contributed materially 
toward a more efficient handling of neuropsychiatric 
problems arising in the Military Service. 


|_| 
He 
y in 
the 
ac- | 
uties 
eter- 


E22 AWARDS AND CITATI 


STAFF SERGEANT Myron JoHN Rockmore, Med 
cal Department, Army of the United States—Li 
of Merit. For outstanding meritorious service as 
Chief Psychiatric Social Worker, Mental Hygien 
Division, Army Service Forces Training Center 
Camp Plauche, New Orleans, Louisiana, for super 
lative performance while reconditioning neurops} 
chiatric casualties in the capacity of Chief Ps; 
chiatric Social Worker, Mental Hygiene Unit, 
England General Hospital, Atlantic City, New 
Jersey, and for his contribution in the concepti 
and operation of the first Mental Hygiene Unit 
in the Army established at Fort Monmouth, New 
Jersey. In those positions of responsibility, 
exhibited an unusually high degree of resourceful 
ness and creativity which aided immeasurably 
the accomplishment of military missions whi 
were vital to the maintenance of the mental health 
of military personnel. Through unselfish devotion to 
duty, leadership, and exemplary performance, Staff 
Sergeant Rockmore reflects credit to the servi 
his profession, and himself. 

CotonEL LaureEN H. Situ, M.C.—Legi 
Verit. Colonel Lauren Howe Smith, \ 
A. U.S., distinguished himself as Neuropsychiatric 
Consultant, Office of the Surgeon, Ninth Service 
Command, from November 1943 to November 1945 
He ably directed training and assignment to aug 
ment the number of available officers in tl 
critical specialty and his achievements significantly 
contributed to the psychiatric rehabilitation and 
reconditioning programs within the Command. 

CoLonEL Paut L. Scuroeper, M.C., A. U.S 
Legion of Merit. As Consultant in Neuropsychia 
tfy, Fourth Service Command, from March 1944 


to October 1945, exhibited an unusually high d 


gree of professional skill and outstanding adminis 
trative ability. He made significant contributions 
to the success achieved at all stations within the 
Command in the diagnosis and treatment of patients 
suffering with neuropsychiatric disorders. 

CotonEL Morton T. SEmeNFELD, M.A. C. 
Army Commendation Ribbon. During World War 
II the Medical Department carried out its mission 
with outstanding success. This achievement was 
made possible only through the combined efforts 
of all Medical Department personnel. Colonel 
Seidenfeld’s Service with the Medical Department 
has been exceptional when compared with others 
of the same grade of similar position, and he is 
commended for his outstanding contribution as 
Chief Clinical Psychologist, Neuropsychiatry Con 
sultants Division, Office of The Surgeon General, 
from 20 December 1943 to 15 November 1945. 

GeorcE S. STEVENSON—Certificate of Merit 
lective Service Medal). In acknowledgment and 
appreciation of patriotic services performed without 
compensation in the administration of the Selective 
Training and Service Act of 1940, during the period 
from January I, 1941 to January 1, 1946. 

CotoneL Dovucras ArMourR TuHom, M.C., 
A. U. S.—Legion of Merit. As Consultant in Neu- 
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Medical Corps of the United States Army. 


SPECIALISTS IN NEUROPSYCHIATRY, 


S. NAVY 
KC A FRANCIS J. BRACELAND, U.S.N.R., Legion 
J M. Forey, U.S.N.R., Bronze Star 
( U.S.N., Legion of Merit. 


al | BARTHOLOMEW W. Hogan, U.S.N., Navy 

1 Marine Corps Medal, Silver Star Medal. 

rT C. Knox, U.S.N.R., Gold Star 
1 of second Silver Star Medal. 

Capt. RAYMOND J. MANSFIELD, U.S.N.R., Legion 


*Capt. AcLpFAR A. MARSTELLER, U.S.N., Legion 


U. S. PUBLIC HEALTH SERVICE 


lective Service Medal. 


* Members of the Association. 
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COMMENT 


THE CHICAGO MEETING 


The first meeting in the second century 
of the life of the Association was held at 
the Palmer House, Chicago, from May 27 
to 30, 1946, under unusual circumstances. 
It was the first peace-time meeting since 
1941, so that many of our members who 
served in the armed forces were able to 
attend. On the Friday preceding, after many 
warnings, a nation-wide railroad strike had 
materialized, and many members for a time 
at least had serious doubts of their ability 
to reach Chicago. Nevertheless, the meeting 
set a record for attendance of members— 
1076! 
suffered by reason of the uncertainties of 
transportation, yet the non-member regis- 
tration reached 937, making a total atten- 
dance of 2013. 

The Program Committee, under the chair- 
manship of Dr. William Malamud, had 
labored diligently during the year, and pre- 
sented a well-balanced arrangement of papers 


The number of out-of-town guests 


totalling no less than 120 (some presented, 
as usual, by title only). On the first morning, 
after the usual addresses of welcome and 
business details, four sessions heard papers 
respectively on Psychiatry in Industry, Psy- 
chiatric Social Work, Administrative Psy- 
chiatry, and Rehabilitation. The afternoon 
saw the meetings of the Section on Psycho- 
analysis (jointly with the American Psy- 
choanalytic Association) and of the Sections 
on Convulsive Disorders, Forensic Psychi- 
atry, and Psychopathology of Childhood. 
Tuesday morning, following the election of 
officers (which was enlivened by nomina- 
tions from the floor) the main session was 
devoted to Psychiatry in the Military and 
Public Health Services during the War, with 
simultaneous sessions on Experimental In- 
vestigation, and on Constitution and Hered- 
ity. The afternoon sessions were occupied 
with discussions of Psychiatric Services of 
the Veterans Administration, Psychosomatic 
Studies, and Treatment. In the evening the 
traditional “‘round tables’ were held—tradi- 


tional, that is, except for the fact that they 
were not preceded by group dinners. The 
attendance at some of these informal discus- 
sions, nine in number, was substantial, as 
usual. 

The morning session on Wednesday, after 
the election of members and the presenta- 
tion of reports, was devoted to two addresses 
by invited speakers. Dr. Paul R. Hawley, 
medical director of the Veterans Adminstra- 
tion, discussed the place of psychiatry in the 
Veterans Administration program, and Pro- 
fessor Harlow Shapley gave one of his inimit- 
able and stimulating addresses, entitling it 
Planets are Predictable. Following the 
Devereux luncheon, at which Dr. Karl A. 
Menninger discussed psychiatric training, 
Dr. Bowman presented his presidential ad- 
A forum on the Future of the Asso- 
ciation was then held, organized by the 
Special Committee on Reorganization. This 
application of group discussion techniques 
showed itself to be useful in organizational 
as well as in psychiatric practice. 

At the annual dinner that evening the 
Salmon Medal for distinguished service to 
psychiatry was presented for the second time 
in the history of the Association, this time to 
Dr. Joseph W. Moore of Albany for his 
epoch-making work in demonstrating the 
spirochaete in the brain of paretics ; unfortu- 
nately, Dr. Moore was unable to attend. At 
this time also formal announcement of the 
Psychiatric Foundation under the auspices 
of the Association was made. 

Professor Raymond Moley of Columbia 
Law School gave a thoughtful and provoca- 
tive address on A New World with an Old 
Mind. The dinner concluded with a dance 
program by Ruth Page and Bentley Stone; 
general dancing followed. 

The concluding day was devoted to papers 
on such topics as Psychiatry in Medical 
Education, Group Psychotherapy, Psycho- 
pathology, Psychiatric Studies of Social 
Problems, and Shock Therapy. 
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At any meeting of the Association far more 
business is transacted than the reading of 
papers. The Council held four meetings 
and made recommendations which were ac- 
cepted by the Association. These will be 
detailed in the next issue of the JOURNAL. 
A few points may be mentioned briefly. New 
York City was selected as the place of the 
1947 meeting (May 19-23, Hotel Pennsyl- 
vania). An extensive report of the Com- 
mittee on Standards and Policies was ac- 
cepted, and it was voted to distribute it to 
the governors and health authorities of the 
several states. It was voted to enlarge the 
Special Committee on Reorganization to not 
more than 15 and to authorize it to consult 
with the Committee on Program on the pro- 
gram for the forthcoming meeting. Four 
affiliated societies were admitted; the Colo- 
rado Neuropsychiatric Society, the New 
Jersey Neuropsychiatric Association, the 
North Carolina Neuropsychiatric Association 
and the Neuropsychiatric Society of Vir- 
ginia. The Special Committee on Psychiatry 
in the Armed Forces was discharged upon 
its own request. A Section on Military Psy- 
chiatry and a Standing Committee on \ili- 
tary Psychiatry were established. A Com- 
mittee on Preventive Psychiatry was also 
established. It was voted to establish the 
JouRNAL on a monthly basis as soon as 
circumstances permit, and to distribute the 
army films on psychiatry as requested by 
the Surgeon General. Dr. Kenneth Appel 
was nominated to the American 
Psychiatry and Neurology, and Dr. C. ¢ 
Burlingame was named as delegate to the 
meeting of the Royal Medico-Psychological 
Association to be held in Edinburgh in July 
1946. It was voted to record the Associa- 
tion’s opposition to the threatened limitation 
of activity of St. Elizabeths Hospital as em- 
bodied in the reorganization plans now pend- 
ing in Congress. 

The following officers were elected: Presi- 
dent, Dr. Samuel W. Hamilton; President- 
Elect, Dr. Winfred Overholser, Secretary- 
Treasurer, Dr. Leo H. Bartemeier ; Auditor, 
Dr. George H. Preston; Councillors, Dr. 


3oard of 


Kenneth E. Appel, Dr. Karl M. Bowman, 


N1 [ July 
Menninger, Dr. Thomas 
\. C. Rennie. Officers of Sections: Convul- 


Willard H. 


sive Disorders, Chairman, Dr. 


Veeder, Secretary, Dr. H. Houston Merritt; 
Forensic Psychiatry, Chairman, Dr. Hervey 
M. Cleckley, Vice ( in, Dr. George M. 
lott, Secretary, Dr. Richard L. Jenkins; 
Lilit Psychiatry, Chairman, Dr. Francis 


Secretary, Dr. Lauren H. 


Smith Psychoanalysis, Chairman, Dr. 
P. Knight, Vice-Chairman. Dr. Greg- 
ory Zilboorg, Secretary, Dr. Dexter Bullard; 


sychopathology of Childhood, Chairman, 
Dr. Reynold A. Jensen, Vice-Chairman, Dr, 
Malcolm J. Farrell, Secretary, Dr. Oscar J. 
Frank- 
1uretta Bender. 

ler the chairman- 


Raeder; Executive Committee, Dr. 


lin Robinson and Dr. J 


al committee, un 
f Dr. Clarence A. Neymann, had been 
ss s in its planning. For the ladies 
there were a lecture tea at the Art In- 
stitute, and a lunche nd fashion show 


at the Marshall Field stores. On Monday 
instead of the smaller cocktail par- 


ies originally planned, a lat 
ties Originally d idl 


evening, 
e one was held. 
In addition to the flow of soul (7?) an ex- 
cellent entertainment was provided, followed 
by general dancing. The entertainment fol- 
lowing the annual dinner has already been 
mentioned. The Illinois Psychiatric Society 
and the Illinois Neurological Society were 
both involved in the and the 
\ssociation have been officially 


hospitality, 
thanks of thi 
extended. 

\s always, the Palmer House acquitted 
itself nobly. The facilities for exhibits (the 
exhibits, both scientific and commercial, were 
excellent) and meetings were superb, and the 
efficiency and courtesy of the officials and 
employees of the | are deserving of the 
highest praise. 
then, the 1o2nd 
annual meeting was an unqualified success. 
yw stands at 4009; 
of the Association 


[To sum up this report, 
| 


Our total membership n 
interest in the activiti 
is high on the part of members and public, 
so we may well feel that the second century is 
off to a good start. 
WINFRED OveERHOLSER, M. D., 
Secretary-Treasurer. 
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A GLIMPSE BEHIND THE CURTAIN 


GENETICS IN 


Widespread interest is sure to be aroused 
by a recent Russian book on genetics.’ 

Lysenko speaks with some authority for 
he is a member of the Academy of Sciences, 
a responsible administrator, and director 
of important research laboratories in the 
U.S.S.R., such as the All-Union Institute 
of Selection and Genetics. His considered 
views on genetics as here summarized from 
public lectures can only be regarded as in- 
credibly revolutionary and reactionary. His 
book will have its many amazed readers 
chiefly because it offers a fleeting glimpse 
of some curious trends a science may take 
when it develops in isolation. 

Some ten years ago the first muffled re- 
ports reached the outside world of an 
ideological campaign against genetics in the 
U.S.S.R. Sympathetic visiting geneticists 
began to return home somewhat disillusioned. 
Russian research workers previously active 
suddenly ceased publication. The Interna- 
tional Congress of Genetics scheduled for 
Moscow in 1939 was cancelled by the Soviet 
government at the last minute, and a meeting 
was subsequently arranged in Aberdeen with- 
out Russian representation. This domestic 
controversy evidently raged over a number 
of issues: the publication of data showing 
racial I.Q. differences; the subservience of 
science to the state and to political doc- 
trine; dialectic materialism and the tradi- 
tional scientific method; and, more specifi- 
cally, over the relative merits and success 
of genetic methods of improving crops as 
compared with Lysenko’s cereal “‘vernaliza- 
tion” treatments and Minchurin’s “graft 
hybridization.” In this contest the extreme 
Leftist or Egalitarian faction apparently 
won out. 

In substance Lysenko here challenges, and 
summarily rejects, or ignores as irrelevant 
or unimportant, all the main post-Darwinian 
advances, so laboriously made and solidly 
established, in our knowledge of the mecha- 


1T. D. Lysenko, 1946, “Heredity and Its Vari- 
ability,” 55 pp. published in Russian 1943, revised 
1944, and now translated by Professor T. Dob- 
zhansky of Columbia University. King’s Crown 
Press, Morningside Heights, New York. 


THE U.S.S.R. 


nisms of inheritance. He attacks especially 
“Mendelian-Morganian genetics,” the “pea 
law,” the “allegedly constant ratios” in cross- 
ing experiments, the gene as the physical 
basis of heredity. The more precise cyto- 
logical proofs and the chromosome theory 
are held to be no less than sheer “invention,” 
and “completely unacceptable to a biologist.” 
Genes are “granules of unapprehended ma- 
terial’ “allegedly known only to them” (the 
geneticists)! Thus does the author hack 
vigorously at the very roots of modern 
genetic science. 

Obviously distressed by statistical exact- 
ness, he substitutes an easier going home- 
made synthesis of comparatively vague, naive 
and dubious theories. In general he reverts 
to outdated positions, held 80 years ago and 
soon tested and abandoned. Though these 
men are not credited, the views expressed 
trace clearly to Lamarck and Spencer (the 
inheritance of acquired characters), and 
to Darwin (the provisional hypothesis of 
pangenesis). 

Lysenko is consistent throughout in exalt- 
ing the role of external conditions. New and 
different conditions force changes and create 
“a different nature, a different heredity.” 
Altered nutrition or temperature, for in- 
stance, continually “build over” the living 
body, and form “substances,” which accumu- 
late and “become fixed and assimilated in the 
sex cells.” Fertilization is a metabolic proc- 
ess of “mutual consumption” of the fusing 
gametes. “Heredity is the essence of the 
conditions of the external environment as- 
similated by the organism in a series of pre- 
ceding generations.”” The external “becomes 
an integral part of the heredity.” He in- 
terprets his own experiments as showing that 
in this way hereditary winter wheats are 
rapidly “destabilized” and transformed into 
hereditary spring wheats simply by spring 
sowing. 

The “conservatism of the nature of or- 
ganisms” may also be “liquidated” through 
grafting or hybridization. Pages are devoted 
to Minchurin’s “method of the mentor” in 
vegetative hybrids, where a young scion of 
tomato or potato grafted on to an older, 
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more vigorously growing, stock of another 
variety or species, is “educated” or “im 
proved” ‘to “create new superior varieties.” 
Thus his students (directly contradicting 
the universal experience) report that the 
scion acquires from the stock permanent 
hereditary changes in fruit color or shape, 
leaf shape, taste and earliness of maturity. 
These changed branches, moreover, when 
bred from seeds, show variable 
mendelian “ratios.” For Lysenko’s school 
graft hybrids and sexual hybrids do not 
differ in principle, and both exhibit in all 
ill-defined degrees blending, 
dominance, recessiveness, hybrid vigor, etc 

To the reviewer it would seem that, de 
spite Lysenko’s power and prestige, the 
ultimate significance of his revolt against 


pseudo- 
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enetics may easil | errated. It is, 

hay fairer to that he has been 

g some personal r, and may not, 

r all, really don faithfully repre- 

sent Soviet genetic! a whole. Accord- 

ily we note with relief that even now 

f his colleagues imal genetics are 

blishit ( d researches in current num- 

ers of the American Naturalist and the 

irnal of Heredity, and are again cooperat- 

in developing their science on a unified 
ternational front 

We may reasonably doubt whether the 

| plant Lysenko has reared in protected 

seclusion can long survive in the atmosphere 

free crit in to wl it is now exposed. 

W. MacArrut Pu. D., 
Unive sity of Toronto. 
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NEWS AND NOTES 


THE WESTERN STATE PsycHIATRIC IN- 
STITUTE AND CLINIC, PittspuRGH, Pa.— 
The first Annual Coordinating Conference 
was held at the Institute April 4-5, 1946. 
The aims of the Conference were to coordi- 
nate the services of psychiatry, psychiatric 
nursing, clinical psychology and psychiatric 
social service; to promote the work of the 
professional personnel in these fields; and 
to encourage the mutual contributions of 
psychiatry and general medicine. Approxi- 
mately 800 individuals attended. 

On the first day the morning session was 
devoted to administrative problems with 
Dr. Grosvenor B. Pearson, director of the 
Institute, Dr. Howard K. Petry and the 
Honorable Miss S. M. R. O’Hara, Secre- 
tary of Welfare, as speakers. In the after- 
noon group psychotherapy in adults was dis- 
cussed by Dr. Samuel B. Hadden and a 
panel was devoted to the treatment of over- 
active and agitated patients. The principal 
speaker at the dinner meeting was Dr. Sam- 
uel Hamilton, president-elect of the Ameri- 
can Psychiatric Association, who discussed 
“The Psychiatric Hospital in the Com- 
munity.” 

Concurrent sessions in psychiatric social 
service, psychiatric nursing and psychology 
occupied the second day of the Conference. 
The speakers on the social service program 
included Mrs. Henrietta B. DeWitt, Miss 
Ruth Gartland and Mr. Nelson Johnson. At 
the sessions in psychiatric nursing the speak- 
ers were Mrs. Lela Anderson and Dr. James 
H. Wall. The psychology sessions provided 
an exhibit of materials for the study of the 
personality, a case demonstration employing 
these techniques, and a symposium on re- 
search in psychology presided over by Dr. 
Henry A. Murray. 

INTERNATIONAL CONGRESS ON MENTAL 
DEFICIENCY.—At the annual meeting of the 
American Association on Mental Deficiency 
held in Cleveland last November, it was 
decided to make 1948 a year of special 
celebration for the association to commemo- 


rate the centennial of the first American 
institutions for the mentally retarded which 
were established in Massachusetts in 1848. 

It was decided to plan for an International 
Congress on Mental Deficiency to be held 
in Boston in May or June of 1948 under 
the leadership and guidance of Dr. C. Stan- 
ley Raymond as chairman of the committee. 
This would be the first of possibly other in- 
ternational congresses on the subject of men- 
tal deficiency. There will be members on 
Dr. Raymond’s committee from each one of 
the continents. A complete list of the com- 
mittee is to be presented to the council of the 
association at its annual meeting in Montreal 
October 2, 1946. The list of the committee 
will be published later. 


BIoLoGicAL PHOTOGRAPHIC ASSOCIATION. 
—This Association will hold its sixteenth 
annual meeting at the Hotel La Salle in 
Chicago, September 5, 6 and 7, 1946. Ex- 
perts in the fields of biological and clinical 
photography will give illustrated talks on 
new developments in methods and equip- 
ment. Techniques of still and motion-picture 
photography, copy, and photomicrography, 
will be discussed. The work of many of the 
leading biological photographers and new 
materials and equipment will be on display. 

The Biological Photographic Association, 
a non-profit organization, was formed in 
1931 to raise the standards of photography 
in teaching and research, and to act as a 
clearing house for information on photo- 
graphic methods. Its members are profes- 
sional scientific photographers; scientists 
with an interest in photography as applied 
to their fields; and designers of precision 
equipment. The Association’s Journal, pub- 
lished quarterly, is furnished free to mem- 
bers. Membership privileges include an 
authoritative question-and-answer service; 
also the right to borrow loan-albums and 
exhibits of scientific prints for study and 
display. Further information may be ob- 
tained by writing the Secretary of the Bio- 
logical Photographic Association, University 
Office, Magee Hospital, Pittsburgh 13, Pa. 
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New York PsyCHOANALYTIC SOCIETY. 
At the annual meeting May 21, 1946, the 
New York Psychoanalytic Society and the 
New York Psychoanalytic Institute elected 
the following officers for the year ending 
April 30, 1947. 

Society: President, Dr. Philip R. Lehi 
man; Vice-President, Dr. Henry A. Bunker ; 
Secretary, Dr. Emeline P. Hayward; Trea 
surer, Dr. Harry Weinstock. 

Institute: President, Dr. 
Vice-President, Dr. Ruth Loveland ; 
tary, Dr. Otto Isakower; 
Harry Weinstock. 


Adolph Stern ; 


secrs 


Treasurer, Dr 


THE SETON INnstitutTeE.—Dr. C. H. Roget 
son, formerly medical superintendent of Cas 
sel Hospital at Swaylands, England, has 
been elected medical director of the Seton 
Institute at Baltimore, Md. The reorganiza- 
tion of Mount Hope Retreat, renamed the 
Seaton Institute, was reported in the N¢ 
vember 1945 issue of the JOURNAL (p. 422) 
There are several vacancies on the staff, 
especially for junior psychiatrists and for 
interns seeking training in psychiatry. 


THE LANGLEY PorRTER CLINIC REFRESHER 
CoursE.—The University of California Med- 
ical School announces a twelve weeks’ re 
fresher course in psychiatry and neurology, 
starting Monday, September 16, 1946 at the 
Langley Porter Clinic. 

This course is a repetition of the one given 
last January, February and March, with 
minor changes. It is open to physicians 
generally and particularly to those returning 
from the armed forces. Registration is tenta- 
tively limited to 60, and the course will not 
be given for less than 25 applicants. 

Instruction will be given under the direc- 
tion of Dr. K. M. Bowman, professor of 
psychiatry, University of California Medi 
cal School, and will include all branches of 
psychiatry and related topics. 

Registration is open to graduates of ap- 
proved medical schools with nine months’ 
general internship. Fee for the course will 
be $200, payable in advance. Candidates 
registered under the provisions of the G.I. 
Bill of Rights will receive a refund prorated 
according to their terminal leave. 
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Mettier, \l. D., Head of Post Graduate 
tion, Medical Cent University of 

ce) 1, San Fra 22 
\ oF Ci (GUIDANCE CLINICS 
NEw \ STAT The State Depart- 


of Mental Hygiene has announced a 
m of expansion of its child guidance 


( cs, made possibl $120,000 increase 
n the budget voted by the legislature. 
Four clinic t e already operating 
seven 1 ( e set up as soon as 
Each team w de up of a psychia- 
ist, a psychologist, two social workers and 
a stenographer. Teams now work out of 
central offices in Alba Binghamton, Buf- 


ilo and Utica and provide service in I10 
shout the state. New 
offices will be established in the Middletown, 
burg and and two 
\lbany and Buffalo 
number of clinics 
to be held monthly under the proposed pro- 
compared with 140 


IQ4I. 


cities and towns throug 
Syracuse areas 
teams 1 the 


1 ALC 


gram will be 350 as 
during the peak year of 
\ state wide survey of the work of exist- 
ing clinics conducted in 1944 showed that 
44.3 percent 
much im- 
proved and 27.3 percent improved. Primary 
were most frequent, and 
there was a 29.5 percent adjustment in this 
yercent adjustment in 


aiter five years, 1n 1859 cases, 
were adjusted, 8 percent were 


benavior daisoraers 


group, and a 59.1 ] 
cases presenting social problems. 


EDUCATION AT LONG ISLAND 
President Jean A. 


PSYCHIATRI( 
COLLEGE OF MEDICINE. 
Curran has announced a substantial post-war 
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grams in psychiatry at the 
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serve under Dr. Howard W. Potter, clinical 
professor of psychiatry and head of the 
William Alanson White Memorial Clinic 
which has just completed its second full 
vear under a six year grant from the Com- 
monwealth Fund. 

Instruction is now given to first year medi- 

cal students and continues through the sub- 
sequent years of their course. The teaching 
program for the coming year will extend to 
226 hours. Dr. Jules H. Masserman, assis- 
tant professor of psychiatry and research 
associate of the Sprague Memorial Institute 
at the University of Chicago, will join the 
staff in the autumn of 1946. 
NwuRSING INsTITUTE.—The 
annual Psychiatric Nursing Institute under 
the combined auspices of the Rochester State, 
Syracuse Psychopathic and Willard State 
Hospitals (New York) held at the 
Willard State Hospital June I1-12, 1946, 
with a total attendance of approximately 400 
public health and nursing officials and others 
interested in psychiatry and its relation to 
the community. 

Dr. Kenneth and Dr. 
A. Brussel, assistant director, off- 
ciated as chairman on the first and second 
day respectively. The program included a 


PsyCHIATRIC 


was 


Keill, director, 


James 


wide range of topics of current psychiatric 
interest, discussed by prominent speakers. 
The occupational therapy departments of 
the three hospitals held an exhibit, as did 
the Macmillan Book Company. 
PHILADELPHIA PsyYCHOANALYTIC SOCI- 
ETY.—At its annual business meeting, June 
15, 1946, the Philadelphia Psychoanalytic 
Society elected officers for the year as fol- 
lows: 
President: LeRoy M. A. Maeder, M.D. 
Vice-President: George W. Smeltz, M. D. 
Secretary-Treasurer: Robert S. Book- 
M.D. 
Representative on the Executive Council, 


hammer, 


American Psychoanalytic Association, for a 
term of two vears: LeRoy M. A. Maeder, 
M. D. 

Representatives on the Board of Profes- 
sional Standards, American Psychoanalytic 
Association: G. Henry Katz, M. D., George 
W. Smeltz, M. D. 


Educational Committee: Chairman until 
June 1947: Sydney G. Biddle, M.D. Vice- 
Chairman until June 1947: LeRoy M. A. 
Maeder, M. D. 


STUDENT SocraL Work ArpEes, NEw 
York.—Scholarships for study at accredited 
schools of social work have been awarded 
by the State Department of Mental Hygiene 
to eight college graduates of New York 
State. Commissioner MacCurdy states: 
“These young women, after three months 
of graduate study, will be the first student 
social work aides chosen by the Department 
as a part of an over-all program extending 
the social service work of the department 
beyond anything previously contemplated in 
the field.” 

According to this program, which is the 
direct result of a critical shortage of suitable 
personnel, four of the student aides will study 
during the summer at the New York School 
of Social Work, and four at the Smith Col- 
lege School for Social Work. In the fall the 
eight young women will begin carefully su- 
pervised work at upstate institutions of the 
State Department of Mental Hygiene. Each 
student aide has agreed to work in a state 
institution for at least one year. Also in the 
fall, the additional assignment of two stu- 
dent aides to the Fordham University School 
of Social Work is anticipated. At the end of 
a year, these students will be eligible for 
promotion and opportunities will be given 
them to continue their study while in the 
state service. Credit will be allowed by the 
schools for the work experience. 

The recent increase throughout the state 
in the number of positions for psychiatric 
social workers is the basis of the thorough- 
going expansion of the program of the de- 
partment which is planned to give more 
adequate care both to patients in the hospital 
and to convalescent and discharged patients. 


PsyCHIATRY IN Korea.—A meeting of 
Korean neuropsychiatrists was held at the 
Seoul University Medical School, June 11, 
1946. Captain Milton M. Berger, M.C., 
Seventh Infantry Division psychiatrist, 
addressed the Korean doctors on “Recent 
Advances and Trends in Psychiatry and 
Neurology.” After the formal meeting, re- 
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freshments were served and the subjects 
Korean mysticism and superstition were dis- 
cussed in open forum. 

The Korean psychiatrists are greatly in- 
terested in developing a mental hygiene 
movement in Korea and are eager to learn 
of the work of colleagues in the United 
States and other countries. A plan to es- 
tablish a Korean Psychiatric Association is 
being formulated. 

The JourRNAL extends to the colleagues in 
Korea its congratulations and best wishes. 


WayYNE UNIVERSITY COLLEGE OF MEDI- 
CINE.—Dean Hardy A. Kemp has announced 
an anonymous gift of $90,000 to underwrite 
the expansion of the university’s program in 
psychiatry for a period of five years. The 
donor indicated that prior to the end of the 
period the program wiil be reviewed to de 
termine whether or not the grant should be 
continued. The funds will be administered 
through the Wayne University Foundation 
a non-profit corporation founded to act as 
trustee for the receipt, management and dis- 
bursement of grants and gifts to the uni- 
versity. 

Dr. John M. Dorsey, director of the Child 
Guidance Division of the Children’s Fund of 
Michigan, has been appointed chairman of 
the department of psychiatry, on a full time 
basis, as from July 1, 1946. This will mean 
that the program can now be enlarged so 
that psychiatry may take its place as one of 
the major departments in medical education. 


ELECTROSHOCK RESEARCH AsSOCIATIO 
—At the first official meeting of the Electro- 
shock Research Association at the Palmer 
House Hotel, Chicago, May 27, 1946, 
constitution and by-laws were adopted and 
officers elected. The secretary-treasurer re- 
ported progress on the development of stand- 
ard statistical patterns for reporting results 
from shock therapy and in the collection of a 
library of reprints of the world literature on 
electroshock. 

The officers are: 

President, Victor E. Gonda, M. D., Chi- 
cago, IIl. 

Vice-President, George T. Harding, M.D., 
Worthington, Ohio. 
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STATE DEPART- 
{ENT OF MENTAL HyGIENE.—Three recent 
| staff of the New 
rk State Department of Mental Hygiene 


ppointments to the centra 


ve been announced by Dr. Frederick Mac- 
v, Commissioner. Miss Lillian V. Sals- 
in who will fill the position of director 
r services held many important 
ts in nursing education. She will cen- 
lize for the first time the Department's 
ing services. Miss Virginia Scullin who 
as been in the New York services since 
been appointed director of occupa- 
tional therapy and, as successor to Mrs 
Eleanor Clark Slagle, will direct and coordi- 
ite occupational therapy in all the institu- 
tions of the Departme Mr. Arthur Brad- 
forme 1 instructor at the 
Newark State Sx |,’ will be responsible 
the development of physical training 
ivities in the s mental hygiene 

nstitut 
VAT AL IN SocraAL RELA- 
This nev cy, organized early 
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this year, has been incorporated in the Dis- 
trict of Columbia as a non-profit educational 
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group of former officers on the staff of the 


Surgeon General of 1 \rmy who, during 
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carry over this general plan into civilian 

Disc material dealing with vital 
issues of the day has been provided and an 


experimental study of the service is being 
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community worker in each city. 

The Institute’s board of consultants in- 
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Mr. Philip Murray, Bishop G. Bromley Ox- 
nam, Mr. Quentin Reynolds, Dr. Channing 
H. Tobias, Dr. George S. Stevenson, Mr. 
Walter F. Wanger, Mr. Frank L. Weil. 
Information 


may be obtained from the 


national office, 1029 Seventeenth Street, 
N.W., Washington 6, D. C. 
Court PsycuHIatric CLINICS CONFER- 


ENCE.—A dinner was given by William H. 
Haines, M. D., Director of the Behavior 
Clinic of the Criminal Court of Cook County, 
at the University Club in Chicago, on May 
27, 1946, at which were present the repre- 
sentatives of the various court clinics attend- 
ing the American Psychiatric Association 
convention. The following clinics were re- 
presented : 


Psychiatric Clinic, Court of Common Pleas, 
Cleveland, Ohio, by Royal G. Grossman, M. D., 
lirector. 

Psychopathic Clinic of the Recorder’s Court of 
Detroit, by L. W. Wiren, M. D., director. 

3ellevue Psychiatric Hospital, New York, N. Y.., 
by Morris Herman, M. D., assistant director. 
Guidance Institute of Berks County, Reading, 
Pa., by Herbert H. Herskovitz, M. D., director. 


Frank Curran, M. D., and S. Bernard Wortis, 
M. D., both of New York, and Lowell S. Selling, 
M. D., of Detroit, also were present because of 
their interest in court clinics. 


[The Psychiatric Institute of the Municipal Court 
of Chicago was represented by David B. Rotman, 
M. D., director, and his two assistants, T. J. Dulin, 
M. D., and Alex J. Arieff, M. D. 

The Juvenile Court of Cook County was rep- 
resented by "©. R. Hora, M. D., director, and his 
assistant, Sam I. Stein, M. D. 

The Behavior Clinic of the Criminal Court of 
Cook County was represented by William H. 
Haines, M. D., director, and Leo A. Kaplan, M. D., 
assistant diretcor. 


It is planned to hold similar dinner meet- 
ings at each meeting of the Association in 
order that the various court clinic staffs 
may become acquainted with each other and 
endeavor to work out their problems. 


THIRD INTERNATIONAL CONGRESS OF AN- 
THROPOLOGICAL AND ETHNOLOGICAL SCI- 
ENCES.—The Permanent Council of the Con- 
gress, meeting in Oxford and London in 
April, 1946, voted to hold the next session 
of the Congress in Czechoslovakia in August, 
1947. The last meeting of the Congress was 
held in Copenhagen in 1938. Invitations for 
the 1947 meeting had also been received from 
Portugal and Mexico. 


THE AMERICAN COLLEGE OF PHYSICIANS 
announces its twenty-eighth annual session 
to be held in Chicago, Ill., April 28—-May 
2, 1947. 

Dr. David P. Barr, New York, president 
of the College, will be in charge of the pro- 
gram of general sessions and lectures. Dr. 
LeRoy H. Sloan, Chicago, has been ap- 
pointed general chairman, and will be in 
charge of the program of hospital clinics and 
panels, as well as local arrangements, enter- 
tainment, etc. Mr. Edward R. Loveland, 
executive secretary of the College, 4200 
Pine Street, Philadelphia 4, will have charge 
of the general management of the session and 
the technical exhibits. 

Other medical societies are urged to note 
these dates in order that conflicts in meeting 
dates may be avoided for mutual benefit. 


New Drirectory oF PsycH1atric CLIN- 
ics—The new edition of the Directory is 
now available from the National Committee 
for National Hygiene, 1790 Broadway, New 
York 19, N. Y. Price 50 cents. It lists the 
688 community clinics in the United states 
and also state institutions, state government 
departments promoting mental hygiene, Vet- 
erans Administration regional offices and 
hospitals, mental hygiene societies, family 
welfare societies, community welfare councils 
and veterans information centers. 

Community Clinics in the United States 
(May, 1946) are listed as follows: 


School Court Restricted 
Children Adults All- children cases Veterans to agency 
only only purpose only only only clients Total 
Community clinics ......... 67 22 16 5 12 14 310 
Division of state or county 
P| 193 12 9 18 37 


Veterans administration .... 


Total 200 34 315 


to 
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THE NATIONAL COMMITTEE FOR MENTA 
HyGIENE.—Dr. George S. Stevenson, medi 
cal director, announces that the 37th annua 
meeting of the National Committee for Men- 
tal Hygiene will be held at the Hotel Penn 
sylvania, New York, October 30 and 3 
1946. 

A discussion of mental hospitals, citiz 
responsibility, and outlook for the future will 
be presented on Wednesday morning, Oct 
ber 30. The afternoon program will be 
focused on practice and prospects in com 
bating Fascist ideology. 


DIPLOMATES CERTIFIED BY THE 
NEUROLOGY, INC., 


PsyYCHIATRY 


(By Examination) 


Abel, Samuel E., Veterans Administration, M 
freesboro, Tenn. 
Alston, James A., 305 Blackstone Blvd., P 


dence, R. I. 

Austin, Florence O., Patton State Hospital, Patton 
Calif. 

Barasch, Julius, Harlem Valley State Hospita 
Wingdale, N. Y. 

Barta, Frank R. 
Omaha, Nebr. 

Bartemeier, Lee Henry, 
Bldg., Detroit, Mich. 

Beall, Charles R. F., 618 Doctors Bldg., 478 Peacl 
tree St., N. E., Atlanta, Ga. 

Beck, Robert W., St. Mary’s Hill, Milwaukee 
Wis. 

Bedinger, Ada 

Berlien, Ivan C., 3128 Guardian Bldg., Detroit 26, 
Mich. 

Blank, H. Robert, Mason General Hospital, Brent 
wood, N. Y. 

Blaurock, Melvin F., 715 Lake St., Oak Park, III 

Bohnengel, Charles A., 340 Newbold Ave., Moor: 
town, N. Y. 

Bourke, William W. (Major), Veterans Adminis 
tration, Marion, Ind. 

Bradley, John D., Duke Hospital, Durham, N. ( 

Brown, Charles A. (Lt. Colonel), 168 High St. 
Perth Amboy, N. J. 

Brown, William, 2064 W. 13th St., New York 11, 
N.. ¥. 

Cane, Byron S., Hotel Burlington, Washington 
Carley, Walter A., Lowry Medical 
St. Paul 2, Minn. 
Carroll, R. Charman, 
©. 

Casey, Jesse F., Winter General Hospital, Veterans 
Administration, Topeka, Kans. 

Cibelli, Louis A. (Major), Veterans Administra 
tion, Roanoke, Va. 


(Major), 462 Aguila Court 


8-250 General Motors 


D., Butler Hospital, 


Providence 


Bldg 


Arts 


Durham, 


Duke Hospital, 


) 


CHICAGO, 


Fife, William S., 
‘lorio, William A., U. S. 
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Medical practice from the mental hygiene 
ndpoint will be the theme of the Thurs- 
1y morning session, October 31. The Las- 
( \wat r “Most Significant Experi- 
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"and “Outstanding Contrib: ‘ion to 
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heon meeting. The afternoon session will 


provisions and the develop- 


ment of state mental hygiene programs in 
lation them, with special reference to 
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U. S. Marine Hospital, Balti- 
( ( Tule \ {200 Ave Denver 7, 
y 
Cr Her H., 3 Vi St., Topeka, Kans 
well, J. O. (Lt. Col 1), ro21 E. 67th St. 
if ew! Il, Call 
) Leon S. (Captain), U. S. Veterans 
Hospital, American Lal Was! 
Erickson, Clifford O., P \,”” Rochester, Minn. 
Erps, Benjamin, Veterans Administration, Downey, 
[ll 
*Eva n S., 463 E. Town St., Columbus, 
Ohi 
Feld I 1 G. (Capta 4400 W. 16th St, 
Chicago, III 
Feldman, Raymond, Crest Hotel, 6724 S. Stoney 


Island Ave., Chicago, III 


felix, Robert H., U. S. Public Health Service, 
Washington 14, D. C 

ielding, Lewis J. (Major), c/o Mrs. J. R. Meyer, 
1280 Ocean Ave., Brooklyn 30, N. Y. 


1109 E. 4th St., Royal Oak, Mich 

Army General Dispen- 

Pentagon, Washington, D. C. 
Irving A. (Captain Veterans 

tion, Lexington, Ky. 

zans, Robert W., Kennedy General Hospital, Mem- 

phis, Tenn 

serstle, Mark, Jr., c/o Mrs. Lionel Stahl, 170 E 

790th St., Apt. 9-A, New York 21, N. Y. 

rill, Morton M., 3617 W. 6th St., Topeka, Kans. 


ear, 


Administra- 


rlaser, Fritz, 7016 Euclid Ave., Cleveland, Ohio. 

rottesfeld, Benjamin H., 4 Vernon St., Hartford 6, 
Conn 

rraves, Charles C., Jr., State Hospital, Marlboro, 
N. J 

irimes, Burton P., State Hospital, St. Peter, Minn. 

sronner, Robert, 55 E. Washington St., Chicago 2, 
Til. 
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BOOK REVIEWS 


WILL THERAPY AND TRUTH AND REALItTy. By r his lay pupils hat started tl 1estion of lav- 
Otto Rank. Translated with three introduc- nalysis whi ter gave rise to so many contro- 
tions by Jessie Taft. (New York: Alfred A. versies. Freud's ori il idea was that the lay- 
Knopf, 1945.) ilysts should work under the supervision of 

As I finished reading this book the following  ! blem tully  dis- 
thoughts ran through my mind; “That’s what on interesting Work » which the 
must expect when medically untrained individuals @ tong reply a0 
venture into the art of healing.” “Dr. Otto Rank” 
was not an M. D., as one might think looking at his | ighiy versed in didact nalysis, but Freud’s 

picture on the inside of the fly leaf. I have known SO the tact Mat tO Sremt 4 

him well throughout his psychoanalytic career and 

have first hand knowledge of the factors that Kal was rt in versed in the theory 
to his defection from Freud. For about sixt the fact that 
years, Rank was an active worker in the psy : ' tional fMuctuations and 
analytic movement; he made excellent contribu- | NOL 
tions to some phases of psychoanalysis but he br patients, 
came thoroughly muddled soon after he began to tS Of WIG 
delve in analytic therapy. — as ration from Freud 

Rank was the first and most outstanding We v: 

Freud’s lay pupils. Like Saks and others he was Se a “ sa by gather 

attracted to Freud’s views after reading the “In- . abe 

terpretation of Dreams,” and, as he was primarily 
interested in art, his first psychoanalytic productior Taft, 
was a treatise on “The Artist” (Der Kiinstl < G mportant that 
which he submitted in manuscript form to Freud his understand. 

The latter was greatly impressed by his talent, 

and as Rank was a poor student, Freud took him 

under his wing and helped him to obtain his Ph. D thas 

ature and Legend), which he gratefully dedicated Oe SOF Wi) Miss Taft is doing 

to his highly revered teacher, Sigmund Freud. This — om 

was the first important work that opened new PSTY@0cs Bus work, fata Book 

vistas in mythology, folklore and literature. He Feduiks 

wrote a number of other notable works, alone and 90, of 

in collaboration with others, until 1923, when he 
published “Das Trauma der Geburt” (The Trauma 
of Birth), in which he delved deeply into the phe 
therapy of the neuroses, for which he was neitl Sg ranslated, is just as 
fit by training nor temperament. Freud disagre« 


with his views, and this started the imbroglio whi 
ended in Rank’s branching out as a therapist, 
philosopher and what not. 


Part One, whi ru to Chapter IX, and Will 
herat Part J , wl runs to Chapter XV, and 


Having been more than an onlooker in this affair, and cach 
and though fully agreeing with Freud on thera ‘Gon Wilde 
peutic grounds, I was not altogether unsympath ti p ] 
I shall briefly sketch my version of thé the vied 
situation. the author's stream of 

After the first world war, Freud, like every tel we hav 
Austrian, was impoverished. Those of us who lived —jndications of the author’s befuddled state of mind. 
in allied countries therefore, took it upon ourselves Jy brief. this book is a hodge-podge of ideas, which 
to send patients and students to Freud, for that ove 
was the only help he was willing to accept from quite incomprehensible as a coherent whole of a 
his sympathetic friends. As his Vienna pupils were 
all in dire need (I know that Rank was one of 1 Brill: The Question of Lay Analysis (Die 
them), Freud sent the surplus of his patients to his Frage der Laienanalyse) Journal of Nervous and 
medical co-workers, and then decided to do the same Mental Disease, April 1927 
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treatise on “Will Therapy,” and “Truth and 
Reality.” 
A. A. Britt, M. D. 
New York. 
HUMAN CONSTITUTION IN CLINICAL MEDICINE. By 


G. Draper, C. W. Dupertuis, and J. L. Caughey, 
Jr. (New York: Paul B. Hoeber Inc., 1944.) 


In 1916 George Draper noted that child victims 
of an epidemic of infantile paralysis possessed 
certain similar identifying qualities of physical form 
and general personality. A long series of carefully 
recorded observations made since that time by 
Draper and his colleagues on patients with many 
diseases provides the material presented in this 
interesting and valuable book. The authors empha- 
size the essential relationship between each indi- 
vidual in his totality and his disease or disorders. 
It is pointed out that there is a clear resemblance 
in kind between the complete living person and 
each cell of his various systems and that, in other 
words, “no two stomachs or intestines, and no two 
hearts, or livers, react similarly to any ingested 
food or poison or emotion.” An attempt is made 
to correlate the detailed observations on mor- 
phological, physiological and psychological charac- 
teristics of different groups of patients and point 
ut the relationship of this total constitution to 
their diseases. 

The chapter on “History-Taking” might well be 
read by every medical student and every student- 
doctor. 

The sections devoted to anthropometry present 
interesting data on patients suffering from perni- 
cious anaemia, acute rheumatic fever, gastric and 
luodenal ulcer, hypertrophy of the prostate, gall 
bladder disease, migraine, toxaemias of pregnancy 
and carcinoma of the uterus, etc. It is pointed out 
clearly that the characteristic constitution fre- 
quently associated with definite diseases is based 
on the general trend of the whole group. For 
instance “all gastric ulcer patients are not long and 
thin, but our observations of peptic ulcer and gall 
bladder patients lead us to believe that at least 75 
per cent show distinctive bodily characteristics.” 
The overlapping or mixing of hereditary charac- 
teristics is obviously important and reduces the 
value of such measurements in dealing with indi- 
vidual cases. 

Under the heading, “Mosaic of Androgyny,” is 
an interesting chapter describing extra-genital sex 
differences. Attention is drawn to the differential 
sex incidence of a number of diseases, varying from 
gout and Marie-Strumpell spondylitis with male 
incidences of 98 per cent and gi per cent respec- 
tively to carcinoma of the gall bladder and hyper- 
thyroidism with a female incidence of 91 per cent. 

There are interesting chapters on such fields as 
genetics, growth and development, constitutional 
physiology and clinical use of constitution studies. 

In a final chapter the importance of recognition 
of the unity of the organism is again emphasized. 
After an earlier period of “scientific medicine” the 
rediscovery of the psyche as an integral part of the 


patient has led “to a supposedly new kind of medi- 
cine, at this moment qualified by the term psycho- 
scmatic.” Ever since the biologists applied the or- 
ganismal concept of man, however, “medicine has 
needed no further qualification. It remains simply 
Medicine.” 
R. F. Farguuarson, M.D., 
University of Toronto. 


NATIONAL HEALTH AGENCIES. A Survey with 
Especial Reference to Voluntary Associations. 
3y Harold M. Cavins. (Washington: Public 
Affairs Press. 1945.) 

This book is much more than a directory. The 
last two hundred pages are devoted to descriptive 
statements of some eighty-two foundations, mem- 
bership agencies and promotional agencies more or 
less in the health field. They show how the spe- 
cific activity came into being, forces that were 
behind it, the stages involved in its growth, present 
organization and function. Of course, taken to- 
gether, it gives us something of a picture of the 
social mind of America and, as is pointed out by 
the author, we have here a discussion of an instru- 
ment that is peculiarly American. The first thirty- 
five pages as a matter of fact are devoted to an 
interpretation of the evolution of the health agency 
as an expression of a democratic process of meeting 
social needs. Some of the stories of these agencies 
show rather clearly how the altruistic interest of a 
private citizen has led him to seek out and dis- 
cover other persons with similar interests and form 
a partnership in the promotion of these interests. 
One gets the feeling that we have in this process an 
immense force that should not be lost sight of and 
that perhaps is lost at times when the principle of a 
rotating board is adhered to too strongly. 

One group of stories deals with the professional 
membership agency and shows how it evolves from 
a conclave of professional persons who are ex- 
changing experience, often into an agency that is 
not too distinguishable from the promotional agency 
referred to above. A third group of agencies in- 
cludes the foundations and shows how extensively 
these have cut across and supported the activities 
of the professional membership and promotional 
voluntary health agencies. 

The American Psychiatric Association is selected 
as one of the four membership associations, and 
among these four is given the first place in the 
volume. The content of the five pages of descrip- 
tion is of course not new material, standard sources 
having been called upon for information. This also 
applies to The National Committee for Mental 
Hygiene which is presented as one of the ten volun- 
tary promotional or educational agencies. 

An introduction by Reginald M. Atwater of the 
American Public Health Association gives a good 
perspective on the volume and ties it in with a 
prospective report, “Voluntary Health Agencies,” 
an interpretative study to be issued shortly by the 
National Health Council. 

Greorce S. STEvENSON, M.D. 
National Committee for Mental Hygiene, 
New York. 
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MEN Unper Stress. By Roy R. Grinker, Lt. Col., 
M. C., and John P. Spiegel, Major, M. C. 
(Army Air Forces). Philadelphia: Blakiston, 
1945. 

A medical monograph may be judged under 
three main headings: (1) the impression whicl 
it evokes as a work of literature; (2) the aptness 
and authenticity of the clinical description, as wel 
as the validity of the therapy which is recommended 
and used; and (3) the theory which underlies thx 
description and the conclusions, and is set fort! 
the working hypothesis. 

This volume, “Men Under Stress,” makes thi 
finest of impressions. It is a distinguished b 
both in format and in the essential brilliancy of its 
English. From the classical beginning wherein tl 
flying man is linked to his great prototype, Icarus 
to the solemn warning in the final paragraphs « 
the book, there is nothing lacking, and there 
everything which such a book should have. Ther 
are descriptions justifiably to be described as clas- 
sical, because there is a living mixture of fine emo- 
tion, calm objectivity and keen insight, a combina- 
tion which represents an ideal in the semantics of 
psychiatry. The language is always plain and 
quently bold. It pulls no punches, and yet it is 
subtle with an underlying irony and, I believe, is 
always permeated by a wholehearted sympathy f 
the sufferings and trials which the “men under 
stress” have undergone. There are descriptions 
the ordeals of training, the flight, the battle, tl 
tedious waiting, the harassed sleep, the monotony 
diet—in short, the acute suffering and the tedium 
vitae, which can only be designated as splendid 
The authors have lived with these men. They hav 
suffered with them, at least vicariously. They hav 
to use their own phrase, been able to “identify” 
themselves with them. This identification, although 
it is a term I do not particularly like, has enabled 
them to portray one of the most poignant phases of 
modern warfare. The men are real. They are flesh 
and blood and bowels. They are barraged by con- 
flicting motives. And the stress of their lives has 
a three-dimensional depiction, which can only mean 
that the authors are gifted with the capacity to see 
into other men’s lives and to portray most ade- 
quately what they see. 

Turning to the second phase of this review: The 
clinical descriptions are excellent. Anxiety—fre 
and fixed—stands out in the lives of these men and 
is described tersely and adequately. The different 
types of men are separated. The normal man who 
breaks down under undue stress is not merged with 
the sufferer who has shown his weaknesses 
throughout his life, and for whom the anxiety 
state into which he is plunged during his air service 
is merely the culmination of a psychiatric career. 
The imaginative man, whose gift for feeling be- 
comes a double-edge sword which lacerates him, 
is not confused with the psychopath who finds it 
difficult to accept authority under conditions where 
his egoism is obstructed and his inability to cooper- 
ate brought out into sharp relief by the military 
necessities. The soft mother’s boy, who has under 
a mistaken idealism taken up the most arduous of 
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believe fron ( é that the reverse 
true; that the “cure” of acute amnesias, hysterias 
nd other stress-induced states depends on the 
urcosis which, after all, is an old treatment in 
the history of psychiatr The “synthesis” is dra- 


When we turn to the long and brilliant chapters 
mn psychodynamics, the reviewer must pause in his 
praise of this book. Psycl analytic concepts gov- 
ern, yet nothing in the book itself indicates that 


y psychoanalysis has been done in these cases 
id, in fact, the authors state that no such pro- 
dure was followed. A priori judgments govern 


the discussion of the psychodynamics. It is re- 
reshingly true that one can read this book and 
find nothing of the ipus complex, penis envy, 
castration fear; and all the various formule of 
oral, anal and other eroticism are either conspic- 
uously absent or tentatively introduced. The Ego 
and the Superego are shuffled around as if they 
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were separate and clearly defined structures, but 
I miss that feral primitive, the Id; he has been lost 
in the shuffle. The old psychoanalysis has disap- 
peared though now and then the integrated habit 
of thought of the writers comes out as, for example, 
when they state that the American soldier loves 
milk because of maternal linkage. This hardly ex- 
plains why he also likes beer and cigarettes, and 
why he seeks night-clubs when he returns home. 
He likes milk because it is a very fine drink, one 
that he has been trained to think of as the best of 
fluids so far as calories and vitamins are concerned. 
He has no more maternal fixation than the men of 
those countries in which wine or beer take the place 
of milk as a ‘beverage. 

This same trend appears when the authors dis- 
cuss the constant use by the soldiers of a certain 
four-letter word, which represents the solid excre- 
ment, and from which the authors deduce, rather 
fantastically, a gastrointestinal anal libido. This 
excrement is really rather disgusting. Its smell 
is disagreeable. One can slip in it. Even dogs go 
through a ritual of covering it over, and apes and 
monkeys—so we are told by the zoologists—change 
their nests and their places of abode when s..t 
accumulates. In fact, the word is an appropriate 
symbol of disgust, and disgust is a constant emo- 
tional phase of military life. I doubt if it has a 
deep personal psychological significance. In reality, 
its use is part of the mores. 

I am not convinced by the use of the term “identi- 
fication,’ especially where it is stated, time and 
again, that the leader of an outfit, the pilot, is 
identified with the father. I think here that the 
common, let us say, vulgar error of a good deal 
of psychoanalysis becomes exposed in its nakedness. 
Things which are similar to one another become 
identical. The leader of a group is similar in some 
respects to the father. That does not make leader- 
ship and fathership the same by a long road of 
differences. I have spoken to many airmen, pilots 
and non-pilots. If the crew trust their leader, the 
pilot, they feel happy because, after all, their lives 
are in his hands. One might as well identify the 
engineer of a train with the father, since the pas- 
sengers trust him. They may hate his guts if he 
is overbearing, conceited, unjust, too superior, in- 
competent and for a thousand and one personal 
reasons. Generally, the pilot is the contemporary 
of the rest of his crew in age. If he is a good 
leader, well and good. If he is not, then dissension, 
disunion and anxiety naturally appear together with 
hatred. But he is not a provider. He has not rocked 
them to sleep when they were babies. He has not 
been the man who lived with their mothers. The 
identification does not exist and should not. Iden- 
tification with the group is a good enough term, 
but I fail to see where it is any better than the 
term cooperativeness or group solidarity. This is 
not mere etymological hair-splitting. Identification 
has come to have a special meaning of psycho- 
analytic implication. Group solidarity is the aim 
of morale-building. It is increased by trust, mutual 
aims, mutual hatred and good leadership. It is 
destroyed by distrust, conflicting aims, such as in- 
volved in the terms jealousy and rivalry, inability to 


cooperate, bitterness and poor leadership. All these 
are stressed in this excellent book when the dis- 
cussion remains on what I call, without any adverse 
implications, a commonsense level. It loses its 
validity, so far as one reader is concerned, when 
the term identification is used. 

And I am rather weary of the psychiatric cliché 
“regression.” If this merely means that a person 
of one level of cohesion and physiological and psy- 
chological integrity is reduced to a lower level, the 
term is good enough. This is the kind of thing 
which takes place in the organic diseases as well as 
in the functional. But when the term regression 
carries with it the regression to childhood, then I 
object in the name of childhood. Again the fallacy 
of making identities of things which have some 
similarities reappears and illogically. For childhood 
may have dependence, but it is keenly inquisitive, 
highly energetic. It is expanding, growing, palpi- 
tating with life and vigor. The “regressing” person 
as he moves downward may show some of the emo- 
tionality and immaturity of childhood. In general, 
he is a totally different person from a child. He is 
a sick adult, and he is as different from a normal 
healthy child as he can be. It is, I believe, by an 
artefact of analysis that he is discovered to have 
gone back to childhood complexes. The sick man, 
whether he have an anxiety neurosis, hysteria, or 
what-you-will of the numerous and merging mental 
disorders by which man is afflicted, shows disin- 
tegration, disharmony of function, and imbalance— 
physically and mentally. He is not so much at a 
lower level of integration and energy, as he is at a 
disordered level. Certainly, he cannot be compared 
to the healthy child without a distortion both of his 
state and that of the child. 

Theory ceases to be important in the discussion of 
a book like “Men Under Stress.” It really does not 
matter what the psychoanalytic or other theory 
may be behind the work which is represented by 
this book. The authors have worked on and for 
their patients not as psychoanalysts or psycho- 
therapists, but as doctors of medicine. They have 
utilized rest and physiotherapy of all kinds. They 
have set in motion physical and psychological re- 
cuperative agencies. They have used drugs. They 
have explained, consoled, bolstered and disciplined 
into integrity sick men, men who have undergone 
grave and disorganizing stress. 

It is an under-statement to say that this book 
should be in every psychiatrist’s library. To those 
who have not read and digested it, I say they have 
missed an enriching experience. 

ABRAHAM Myerson, M. D., 
Boston, Mass. 


THE 10945 YEAR Book oF NEUROLOGY, PSYCHIATRY 
AND ENpocriINoLocy. Edited by Hans H. Ruse, 
M. D. and Mabel G. Masten, M. D. (Neurol- 
ogy); Nolan D. C. Lewis, M. D. (Psychi- 
atry); Elmer L. Sevringhaus, M.D. (Endo- 
crinology) (Chicago: The Year Book Pub- 
lishers. 1946.) 


The initial item in the 1945 edition of the Year 
Book is a dedication by the authors of the section 
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on neurology to Dr. Peter Bassoe, the first editor, 
who died Nov. 5, 1945. Dr. Bassoe’s portrait ap 
pears as frontispiece. 

Another major loss to medicine during the year 
is recorded in the death, Oct. 1, 1945, of Walter B 
Cannon, whose work was especially important fo: 
neurology in the field of autonomic physiology. 

The editors have sought by careful selection and 
as far as possible, with critical comment or evalu 
ation to present the important experimental studi 
as well as clinical observations for the benefit pa: 
ticularly of teachers and practicing clinicians. A 
an example of reporting they discuss Wartenberg’s 
“Studies in Reflexes,” a series of articles that ap 
peared first in the Archives of Neurology and Ps) 
chiatry, and later as a handbook. This is a valuabl 
source book containing a description of all the 
reflexes with simplified terminology. A detaile 
criticism of the book by Marion Hines is quoted 
to the effect that the author does not discuss the 
anatomy and physiology of reflex arcs, as woul 
have been very helpful, and fails to do justice 
the interpretation of the phenomena he describes 

Especial attention is called to recent studies 
epilepsy and the newer drug treatments, particular], 
of petit mal and allied types. The importance 
education for patient, physician and public alike as 
to the status, and proper management of the cor 
vulsive disorders is stressed. Recent and continuing 
investigations have vastly improved the outlook f 
patients suffering from these conditions. 

There are numerous reports on cerebral a1 
meningeal infections and the use of the sulfa drugs 
and penicillin. The present status of the penicilli: 
treatment of neurosyphilis: “success in the im 
mediate amelioration of symptoms and also in sero 
logic improvement. Follow-up studies necessary.’ 

Nolan Lewis, in the section on psychiatry, com 
ments: “The sooner a real understanding is reach 
between internal medicine and psychiatry, the mor 
rapid will be the progress of medical science. In 
medicine the mind has always been deemed im- 
portant theoretically, but in most instances it ha 
been left out of consideration or given a min 
significance when bodily diseases have been unde 
practical therapeutic consideration.” 

Emphasized is the extraordinary part of psy 
chiatry in military medicine in World War II, and 
the mass of evidence it has furnished relating to 
the effects of emotional states on bodily functions 

Further evaluations of the shock therapies ar 
being recorded. A special division is devoted t 
articles on child psychiatry; another longer one t 
neurotic and psychosomatic reactions; and a final 
division deals with military psychiatry. 

As Sevringhaus edits the section on endocrinology 
for the last time in the present Year Book, he 
outlines briefly the status of the subject when t! 
section first appeared in the Year Book in 1 
as compared with today. The fundamental conc 
of twelve years ago remain. These include tl 
relationships of the anterior pituitary as a “master 
gland,” and the “dynamic balance” theory to ex- 
plain the socalled “polyglandular syndromes” that 
has thrown additional light on the etiology oi 
diabetes mellitus. 


LJ uly 


Among the advances of the period are better 
of the mechanisms of the menstrual 


the discovery and application of synthetic 
ge! compounds, adrenal cortex studies that 
ntributed vitally to the treatment of Addi- 
lisease, and the use of thiouracil for relieving 
x T 

question of whether to relate the endocrine 
tem to the nervous system or to nutrition can 
answered only by stating that both relationships 
important but that the endocrine organs are 
related to the entire body and to virtually 


here is some improvement in world literature 
ge in the 1945 Year Book as some of the 
rnals are again becoming accessible; and 

holds tl standard of reviewing 
editing that has been maintained through the 


N oses. By I rinker, M.D., and 
M.1 Phila.: Blakiston 
inl) 
[This volume is a re\ of an earlier publica- 


written at the end of the Tunisian campaign, 
brought out during the war for the réstricted 
of medical officers. As such it served an ad- 
le purpose in bringing to this group an ac- 


rate « ption of the various types of the war 
es that they were to encounter. In addition, 
irnished a rational and dynamic approach to 

e 1 tand of tl ychodynamics of these 
ms. Above all, it stressed sound therapeutic 

les which emphasized regard for the indi- 

| patient and for the psychological mechanisms 


volved in his illness, and focused attention on 


hosen and accurately 

ict the common types of war neuroses. One 
nisses data in regard to the relative incidence of 
he various types of cases, an omission which may 
pression that the dramatic and 
severe anxiety states were more frequent than was 
. Throughout the volume indeed, 
he lack of important statistical data is disturbing. 
authors that statistics 
rding psychiatric casualties of war can have 
With complete and quali- 
ng information accompanying the figures, much 


tually the Case 
nr rree h the 
ne cannot agree with tne 
ittle significance (p. 3). 


be learned from such compilations. 

The book suffers somewhat from the limited 
viewpoint of the authors, who saw cases from one 
hort and victorious campaign only, and in relation 
to the front, in one installation only. In view of 
heir correct appraisal of the importance of giving 
the site of psychiatric observations during war, it is 

d a definite state- 


1 


rtunate that there wa 


nt as to their geographic location at the time this 
rk was done 
[he psychosomatic disturbances, found to be so 


important in later experiences in the war, might 
have been given greater emphasis. Also their dis- 
cussion of the depressed states is inadequate. Such 
-ases became extremely common in divisions with 
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long combat records. The moot question of blast 
concussion is admirably handled. The more effective 
dissemination of the authors’ point of view especially 
to medical officers prior to entering combat, might 
have prevented many erroneous diagnoses of blast 
concussion in cases with pure anxiety states. 

The opinions expressed in regard to exhaustion 
states reflect those current among psychiatrists 
active in forward areas during the Tunisian cam- 
paign. Later experience showed clearly that ex- 
haustion per se is almost never the cause of neurotic 
breakdown in combat. The authors’ “exhaustion 
states” were later classified as anxiety states, but 
the important point is that follow-up studies demon- 
strated that early treatment interrupted the progress 
of the disorder, and that such soldiers could function 
effectively when returned to combat duty. 

In their discussion of etiologic factors the error is 
made of drawing conclusions from case material 
alone. For example, no valid conclusion can be 
reached concerning the question of the vulnerability 
to neurotic breakdown in combat of various per- 
sonality types unless accurate data are also col- 
lected from groups of soldiers who were exposed 
to combat but did not break down. Although more 
ully discussed 


f in a later section, this chapter should 
have 


ven more weight to the very important fac- 
tor of lack of motivation and orientation among 
our troops as an etiologic agent. 

The chapter on therapy is one of the best in the 
book. Both the discussions on narcosynthesis and 
psychotherapy are excellent. This reviewer is in 
accord with the authors’ rejection of continuous 
sleep therapy. The method has failed to prove 
eficacious in other hands also, and in addition 
readily lends itself to the routinization which leads 
to neglect of the individual patient and his psycho- 
logical problems. 

The omission of a statement of the proportion of 
cases treated with narcosynthesis is unfortunate. 
In the experience of others, working in forward 
areas, only from five to ten percent of the total 
cases seen were found, by the criteria given by the 
authors, to be suitable for this type of therapy. 
The absence of these data may have been responsible 
in part for the over-enthusiasm for the method now 
current, following the appearance of the earlier 
publication. One must also point out that the suc- 
cess achieved by the authors was due in no small 
measure to the fact that they were extremely skill- 
ful therapists with a profound grasp of psycho- 
dynamics. A word of caution as to the possible 
dangers of this method in unskilled hands would 
have been valuable. Narcosynthesis is a method 
which must be learned, which has definite indica- 
tions, and which should be used by the untrained 
only in the presence of competent supervision. 

Group therapy, with which the authors had little 
experience, found wide application later in the war. 
While the outline for a therapeutic regimen as 
given in this book is an excellent one, it is doubtful 
if it could be fully achieved in most overseas hos- 
pitals during the war, due to the enormous case 
loads imposed upon each psychiatrist. In conse- 
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quence, “second best’? methods of which group tech- 
niques was one, had to be used. 

The last sentence of this chapter expresses ex- 
cellently the essence of any practical and rational 
therapy for these casualties overseas: “For the 
soldier, return to work is the best therapy—counter- 
acting his dependent trends, bolstering his ego- 
ideal, and permitting him to return home with the 
army, and not as a crippled failure.” Later ex- 
periences by other psychiatrists have amply con- 
firmed the truth of this statement. 

In the final chapter the account of the psycho- 
logical factors important in psychodynamics is in 
accord with most observations, but the section on 
“physiological mechanisms” is speculative and in 
need of confirmation. Other experiences have shed 
some doubt on the opinions of the authors as to the 
mode of action of barbiturates in narcosynthesis. 
Grinker and Spiegel have stressed some of the 
physiological effects of these drugs in the process, 
and have denied that the effects might have been 
due simply to chemically induced hypnosis. Others 
have found that the described effects could be pro- 
duced by the use of very small amounts of drug, 
with suggestion, while still others achieved the 
self-same results with hypnosis alone. The authors’ 
points of view need much further confirmation be- 
fore they can be accepted generally. 

Aurrep O. Lupwic, M.D., 
Massachusetts General Hospital, 
Boston, Mass. 


New Goats For Otp Ace. Edited by George Law- 
ton (New York: Columbia University Press, 
1943. ) 

This book is composed of a series of papers by 
different authors. There is considerable variation 
in the value of the various chapters and some lack 
of continuity. Three chapters seem to the reviewer 
as worthy of special mention: “Ageing Mental 
Ability and Their Preservation” by George Lawton, 
“The Older Person in the Changing Social Scene” 
by Lawrence K. Frank, and “Physical Changes in 
Old Age and Their Effects Upon Mental Attitudes” 
by the late Llewellys Barker. 

Lawrence K. Frank points out “until recently we 
have been inclined to think of health and sanity as 
something that was mysteriously lost, but today 
we are beginning to realize that health and sanity 
must be achieved by meeting the tasks of life more 
adequately, courageously and effectively.” He also 
points out that many individuals can find escape 
from their problems by keeping occupied at their 
daily work. When, however, they retire, these prob- 
lems loom up much more seriously and the in- 
dividual is unable to deal with them. He concludes 
that retirement is not the solution for most older 
persons; that they do not want idleness and freedom 
“but an opportunity to do something with their 
lives that will make them significant.” 

The chapter by Llewellys K. Barker will be of 
particular interest to those who knew him per- 
sonally and saw how he exemplified the proper 
mental hygiene for older persons. Dr. Barker was 
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74 at the time he wrote this chapter and died while 
the proofs of the book were being read. 

Barker recommends that on reaching middle ag« 
persons should plan their lives so that there will 
be a gradual adaptation to the ageing process rather 
than a postponement of such changes and then be 
forced suddenly and without preparation to adapt 
to new and trying situations. He has many pra 
tical suggestions for making old age a happier 
experience. He advocates a southern climate 
winter, suggesting a northern climate in t 
summers, but apparently not considering certain 
parts of the country where a rather equable climate 
prevails throughout the year. 

For insomnia he suggests a glass of hot milk o1 
a little whiskey; he prefers alcohol as a hypnotic 
to bromides and barbiturates. He also discus 
diet, giving one which he personally used. There 
is also emphasis on the notional attitude which 
should adapt to the ageing process. 

On the whole the book is an excellent cont: 
tion to the subject. It is clearly and simply writt 
and can be understood by the average intellig 
lay reader. On the other hand, the experien 
psychiatrist will find much of value in it. It is 
book, therefore, that can be recommended t 
groups for general reading. 


A HAnpbook oF Psycuratry. By Louis J. K 
nosh, M.D., and Edward M. Zucker, M 
(St. Louis: C. V. Mosby Co. 1945.) 

The growing appreciation of psychiatry am 
the members of the medical profession genet 
and increasing recognition of it as a proper subj 
for inclusion in the undergraduate curriculum 
resulted in the production of a number of sn 
texts. Such books considering the groups for wl! 
they are intended have a legitimate place in med 
literature. They, with varying fortunes, attempt 
to supply the fundamentals of psychiatric knowl 
edge. The general practitioner who desires son 
acquaintance with the psychiatric problems w! 
he is certain to meet and the medical student gair 
ing similar elementary knowledge, do not desi: 
large books with much inclusion of highly special 
ized material. For these the handbooks meet a real 
need. 

The things onc would be anxious about are: | 
the material presented sufficient to meet the need; 
and is there a concise practical presentation of tl 
clinical states commonly encountered ? 

The present volume meets both requirements and 
does it well. Long experience in both special and 
general hospitals and in teaching renders the au 
thors capable of selecting the right material and 
presenting it in clear and understandable fashion 
They know very well that much psychiatric termin- 
ology is confusing and even irritating to those f 
whom it is not the usual everyday professional 
language. The laity and even many in the general 
profession of medicine entertain the definite idea 
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IN MEMORIAM 


WALTER EDWARD DANDY, 
1886-1946 


Walter Dandy is dead. To those who 
knew his abundant vitality and driving 
energy, and his forcefulness, even in recent 
days, in presenting his views and convictions, 
Dandy has been so vital a person that it is 
diffeult to believe that his voice will no 
longer be heard. He died as a result of 
coronary thrombosis suddenly on April 109, 
1946. He leaves a son Walter, who is in 
medical school, three daughters Mary, Kath- 
leen and Margaret, and his wife Sadie Mar- 
tin, whom he married in 1924. 

Born in Sedalia, Mo., April 6, 1886, of 
parents from England and North Ireland, 
Walter Edward Dandy attended the public 
schools of Sedalia and the University of 
Missouri, and entered the Johns Hopkins 
Medical School in 1907, with advanced stand- 
ing. He graduated with the degree of M. D. 
in 1910 and continued his work in this medi- 
cal school and hospital, rising through the 
various stages of the surgical service and 
academic rank, to become Adjunct Professor 
of Neurological Surgery in 1932. 

Within three years after receiving the 
M.D. degree, he had with characteristic 
energy and industry completed and published 
three scientific studies, one on the youngest 
human embryo which had been studied up 
to that time, one on the blood supply of the 
pituitary body, and one on the nerve supply 
of this intracranial structure. His classical 
work on “Internal hydrocephalus: an ex- 
perimental, clinical and pathological study” 
was published in 1913, when he was 27 
Five years later he produced 
another classic, on pneumoventriculography, 
a procedure which he originated and which 
has been very valuable in the precise localiza- 
tion of intracranial lesions. It has been re- 
peatedly said that ventriculography has been 
the greatest single contribution to brain sur- 
gery every made. 


years old. 


Dandy’s mastery of neurosurgical tech- 


nique enabled him to make a brilliant series 
of technical contributions, impressive even 
in the form of a partial list: operations for 
the complete removal of acoustic neurinomas, 
radical new operations for trigeminal neu- 
ralgias and neuralgias of other cranial nerves, 
and for Méniére’s disease. His character- 
istic combination of care in procedure and 
boldness of aim was well exhibited in his 
operations for removal of congenital aneu- 
rysms of the arteries forming the circle of 
Willis and of their large branches. Again his 
self-confident judgment and his virtuosity in 
surgical technique were demonstrated in his 
operations for ruptured intervertebral discs, 
a condition which he discovered and reported 
in I920. 

Much of Dandy’s success in making dis- 
coveries and innovations was made possible 
by his courage and independence of judg- 
ment, but boldness was by no means the 
only, or principal, virtue of his work. His 
improvement in the surgical treatment of 
cerebral abscess by utilizing aspirations 
through tiny trephine openings in the skull 
was an example of the value he placed on 
conservative technique. 

Dr. Dandy was a member of the American 
Surgical Association, American Neurological 
Association, Southern Medical Association, 
Southern Surgical Association, American 
Medical Association, Phi Beta Kappa and 
Sigma Xi. 

In addition to his scientific reports in 
journals, portions of Dandy’s large experi- 
ence were published in a series of books 
including : 

3enign Tumors of the Third Ventricle; 
Their Diagnosis and Treatment. C. C. 
Thomas. 1933. 

3enign Encapsulated Tumors in the 
Lateral Ventricles of the Brain; Diagnosis 
and Treatment. Williams & Wilkins. 1934. 

Orbital Tumors. Oskar Piest. 1941. 


143 


ine, 
N. Y 
= 


144 IN MEMORIAM 


Intracranial Arterial Aneurysms. Com 
stock Publishing Co. 1944. 

Besides his direct contributions to neuro 
surgery, Dandy has inspired by his exampl« 
a series of brilliant younger neurosurgeons, 
who worked with him and through whose 
work he will continue to be a living force 
for further advancement. 

The outstanding clarity and succinctness 
of Dandy’s papers was the expression of 
a forthright habit of mind, which sometimes 
also involved him in stormy controversies 
and a few personal enmities, but he regularly 
emerged from such disputes with the 
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